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2, 1958, in New Orleans. 


IRST, I should like to state what we con- 

sider to be the indications for surgery 
in cases of gallbladder disease. With few 
exceptions, any patient with gallstones 
or presumptive evidence of gallstones 
should have a cholecystectomy. By pre- 
sumptive evidence I mean repeated at- 
tacks of right upper quadrant or epigas- 
tric pain with nonvisualization of the gall- 
bladder on two or more roentgenologic 
examinations. 

I am quite sure that some of our medical 
colleagues will consider this statement too 
comprehensive; they may question the 
need for surgical intervention in a pa- 
tient who shows evidence of stones roent- 
genologically, but who is without symp- 
toms, that is, the patient with so-called 
silent stones. There are several reasons 
for advising cholecystectomy in such cases. 
These patients may remain asymptomatic 
for years and then acute inflammation 
or hydrops of the gallbladder may develop. 
Because of the low-grade infection that 
is so commonly present, significant hepa- 
tic damage may occur over the years. Car- 
cinoma of the gallbladder, with its ex- 
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tremely grave prognosis, is closely asso- 
ciated with long-standing cholecystitis and 
cholelithiasis. 

Postponement of gallbladder surgery 
may be considered in a patient with gall- 
stones who has only mild symptoms and 
who is over 65 or 70 vears of age. All too 
often, however, these patients who have 
been advised not to undergo operation 
because of age, return two, three or five 
years later with a complication of gall- 
bladder disease for which surgical treat- 
ment is mandatory. Much of the mor- 
bidity and the mortality associated with 
biliary tract surgery occurs in these elder- 
ly patients in whom a complication of 
cholelithiasis has developed. Cole‘ has 
aptly stated that “Old people cannot stand 
procrastination,” and he feels that any 
patient with gallstones who has eight 
years or more of life expectancy should 
be submitted to cholecystectomy. The pa- 
tient who has gallstones in addition to 
angina pectoris also poses a_ problem. 
Here again, we are inclined to agree with 
Cole* that unless the patient has had a 
recent coronary occlusion (within three 
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months) or has severe effort angina, 
cholecystectomy should be advised. Not 
infrequently the epigastric or precordial 
distress which has been attributed to the 
heart condition has really been caused by 
the cholelithiasis and the symptoms are 
relieved after cholecystectomy. 


Acute Cholecystitis 

In 10 per cent of our patients with 
biliary tract disease, acute or subacute 
cholecystitis was also present. The age 
range was 18 to 80 years. The 80 year old 
patient in whom an acute inflammation 
with perforation of the gallbladder de- 
veloped had had gallstones for many years 
and had long been considered too old for 
operation. The seriousness of allowing 
patients who have gallstones to go with- 
out surgical treatment is emphasized by 
the fact that the operative mortality for 
patients over 50 years of age is five times 
that for patients under 50. 
Pathology 

The pathologic changes in acute chole- 

cystitis are primarily the result of obstruc- 
tion by a stone in the cystic duct. If this 
obstruction is prolonged, it inevitably 
leads to associated secondary infection 
and all too frequently to gangrene and 
perforation. This fact has a direct bear- 
ing on the controversial question of when 
these patients should be operated on. Per- 
foration is most likely to occur between 
the fifth and the fourteenth day following 
the onset of the acute illness. In one 
study '® of 612 patients with acute chole- 
cystitis, the mortality rate for those pa- 
tients in whom perforation had occurred 
was 25 per cent; the mortality for the 
remaining patients in whom perforation 
had not occurred was 0.7 per cent. 
Treatment 

Patients with acute cholecystitis should 
be operated on as soon as they can be 
adequately prepared unless the symptoms 
of pain, fever and tenderness are definite- 
ly subsiding. By adequate preparation I 
mean correction of dehydration, electro 
lyte imbalance and decreased blood vol- 
ume. In the elderly patient, a survey of 
the glucose metabolism, cardiovascular 
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and renal status is indicated. This is 
early surgery, but not emergency surgery. 
If evidence of associated acute pancrea- 
titis is noted, we prefer to wait until this 
condition subsides unless there is definite 
evidence of sepsis. Eleven per cent of 
our patients with acute cholecystitis had 
associated acute pancreatitis. Perforation 
had occurred in 11 per cent. 

At operation we remove the gallbladder 
unless the patient’s status or the patho- 
logic condition is such that cholecystecto- 
my would be unduly hazardous. If it is 
necessary to resort to cholecystostomy, 
cholecystectomy should be carried out as 
a secondary procedure, preferably before 
the patient is discharged from the hos- 
pital. Despite the presence of an acute 
inflammatory condition, the need for 
choledochostomy must be considered just 
as in cases of chronic cholecystitis. In- 
deed, we have observed that these patients 
with acute disease are more likely to have 
common duct stones (24 per cent) than 
are patients with chronic inflammation of 
the gallbladder (11 per cent). Accurate 
dissection of the cystic artery and the 
junction of the cystic duct with the com- 
mon hepatic duct is a necessary part of 
any cholecystectomy. If the operative con- 
ditions are such that cholecystectomy can 
be carried out safely, choledochostomy 
should also be feasible. 


Mortality 

Two deaths occurred in a group of 132 
patients with acute or subacute cholecys- 
titis who were operated on during a recent 
four-year period.® One was a 58 year old 
man with a perforated gallbladder who 
died of acute pancreatic necrosis. The 
operative procedure consisted of chole- 
cystectomy and drainage of a pancreatic 
abscess. The second patient, a 65 year 
old woman who had had cholecystectomy 
and choledochostomy, died of a cerebro- 
vascular accident with hemiplegia and 
coma on the fifth postoperative day. 


Common Duct Stones 
In our last review ® dealing with gall- 
bladder and common duct surgery, a com- 
mon duct stone was present in 142 of 1356 
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patients—an incidence of 10.5 per cent. 
From the point of view of diagnosis, it 
is interesting to note that severe or mod- 
erately severe abdominal pain was present 
in 91.5 per cent of these patients; typical 
biliary colic in 71 per cent; jaundice or 
a history of jaundice in 63.4 per cent; 
acute nausea or vomiting in 68 per cent, 
and fever in 36 per cent. In recent years, 
intravenous cholangiography has_ been 
very helpful in making a diagnosis of 
common duct stones. This test is em- 
ployed when stones in the common duct 
are suspected, if cholecystectomy has pre- 
viously been performed, or if the gall- 
bladder fails to visualize with the oral dye. 


Indications for Choledochostomy 

Choledochostomy was carried out in 
198 cases or 36.7 per cent of this group of 
356 patients. Common duct stones were 
found in 142 instances or 28.5 per cent 
of the 498 patients in whom ductal ex- 
ploration was carried out. Our indica- 
tions for choledochostomy are as follows: 

Jaundice. Jaundice was present or a 
history of jaundice was obtained in 208 
cases (41.8 per cent) and stones were 
found in 43 per cent of these. The inci- 
dence of stones found would be much 
higher if choledochostomy were limited to 
those patients who were jaundiced at the 
time of operation or in whom the history 
of jaundice could be verified. However, 
we feel that in any patient with a history 
of jaundice, not obviously resulting from 
some other condition, the common duct 
should be explored at the time of chole- 
cystectomy. While jaundice constitutes an 
indication for cholecystectomy, the ab- 
sence of jaundice or a history of jaundice 
means little so far as exploring the com- 
mon duct is concerned, since 50 per cent 
of patients with a stone in the common 
duct are not jaundiced and give no history 
of jaundice. 

Dilatation. The common duct was di- 
lated in 278 cases (56 per cent) and stones 
were found in 42 per cent of these pa- 
tients. A definitely dilated common duct 
is always an indication for choledochos- 
tomy. 

Pancreatitis. Acute or chronic pan- 
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creatitis was an indication in 41 cases 
(8 per cent) and stones were found in 
49 per cent of these. Not only does pan- 
creatitis frequently indicate the presence 
of a common duct stone, but dilatation 
of the sphincter of Oddi may be very 
helpful in these cases and the findings 
at choledochostomy may point out’ the 
need for sphincterotomy. 

Palpable Stones. While stones in the 
common duct are only occasionally pal- 
pable (2 per cent of the 498 patients), 
this finding should always indicate the 
need for choledochostomy. Common duct 
stones were found in all of the patients 
in whom they were suspected as a result 
of palpation of the duct. 

Small Stones in Gallbladder. The pre- 
sence of small stones in the gallbladder 
was one of the indications for choledo- 
chostomy in 167 patients (34 per cent of 
the group) and common duct stones were 
found in 42 of these cases (25 per cent). 
Small stones in the gallbladder, particu- 
larly in the absence of any other indica- 
tion for choledochostomy, is the least re- 
liable of these indications for choledo- 
chostomy. If no other indications are 
present, I frequently do not explore the 
common duct unless the diameter of the 
stones in the gallbladder is less than that 
of the cystic duct. In this situation opera- 
tive cholangiography may be helpful, but 
we must remember that stones of this 
size are easily missed on cholangiographic 
examination. 

Procedure 

As has been indicated above, operative 
cholangiography is not used routinely at 
the clinic. We have long felt that if the 
indications for exploring the common duct 
are sufficiently broad, and if those ducts 
are carefully and thoroughly explored at 
the time of choledochostomy, it is not 
likely that common duct stones will be 
overlooked. It is also extremely important 
that the patency of the sphincter of Oddi 
be demonstrated every time the common 
duct is opened. If any difficulty is en- 
countered in passing the dilators through 
the sphincter, the duodenum and head of 
the pancreas are mobilized so that ob- 
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struction to the dilator or sound as a 
result of angulation of the duct can be 
easily corrected. If it is still impossible 
to pass a 3 mm. dilator into the duodenum, 
transduodenal sphincterotomy is indicated. 

We have attempted to evaluate this 
policy in the light of actual experience.°* 
The problem of retained common duct 
stone is primarily related to the patient 
in whom common duct stones have pre- 
viously been removed. Smith et al.” re- 
ported retained stones after cholecystec- 
tomy alone in 0.8 per cent of their pa- 
tients, in 1 per cent after common duct 
exploration when stones were not found, 
and in 11 per cent of patients following 
choledochostomy at which time stones had 
been found in the common bile duct. We 
selected a group of 100 consecutive pa- 
tients who had undergone choledochostomy 
at the clinic because of common duct 
stones. tollow-up studies of four to six 
years were carried out in 94 of these pa- 
tients. Three patients in the group re- 
quired reoperation—one because of cho- 
langitis, and two because of retained or 
recurrent common duct stones. This in- 
cidence of 2.1 per cent compares favorably 
with the occurrence rate of retained com- 
mon duct stones reported in the literature 
with or without the use of operative 
cholangiography. In both instances of re- 
tained common duct stones, dilatation of 
the sphincter and removal of the stones 
had been carried out at the first operation. 
We now believe that transduodenal sphinc- 
terotomy should be carried out in any pa- 
tient who is being operated on for per- 
sistent or retained common duct stones. 
We have not been overly concerned about 
the number of negative findings on ex- 
ploration of the common duct since, in 
our experience, choledochostomy, per se, 
does not increase mortality. The mortality 
rate for cholecystectomy alone and for 
cholecystectomy with negative choledo- 
chostomy is 0.9 per cent. 

Stenosis of the Sphincter of Oddi 

Stenosis of the sphincter of Oddi is now 
accepted as a clinical entity which is capa- 
ble of producing severe biliary tract symp- 
toms. When Dr. Cattell and I reported 
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our first group of 49 cases before the 
Southern Surgical Association in 1952," 
there was still considerable doubt as to the 
existence of such a condition which, by 
itself, could lead to attacks of severe ab- 
dominal pain. We presented a_ second 
group of 100 consecutive cases before the 
New England Surgical Society in 1956. 
In discussing this paper, one eminent sur- 
geon stated that he felt stenosis could oc- 
cur only as the result of inflammation, 
secondary to instrumentation of the com- 
mon duct or to an impacted stone at the 
lower end of the duct. It is of interest 
that at the last meeting of the Society, 
this same surgeon presented experimental 
work to support the thesis that partial 
obstruction at the lower end of the com- 
mon duct can cause pain, liver damage 
and the formation of common duct stones. 
Many years ago, Allen and Wallace ' em- 
phasized the value of dilatation of the 
sphincter in patients who required ex- 
ploration of the common duct for stones. 
More recently, Brush and his co-workers * 
reported a follow-up study of 200 patients 
who had previously undergone choledo- 
chostomy. No residual or reformed stones 
were found in those patients in whom the 
sphincter of Oddi had been dilated. Re- 
sidual or reformed stones were found in 
10 per cent of those patients in whom 
dilatation had not been performed. Cole ‘ 
has recently stated that in his experience 
stenosis of the sphincter of Oddi is now 
the most common cause of severe upper 
abdominal pain following cholecystectomy. 


Diagnosis 

In this second group of 100 patients 
cited above, severe right upper quadrant 
pain was reported in 84 per cent; jaun- 
dice or a history of jaundice was present 
in 46 per cent; the common duct was 
dilated in 68 per cent; calculi were found 
in 38 per cent, and detritus was present 
in the common duct in 13 per cent. Cho- 
lecystectomy had previously been carried 
out in 81 per cent of these patients. 

The possibility of stenosis of the sphinc- 
ter of Oddi must always be considered in 
any patient who has undergone cholecys- 
tectomy and who presents these symptoms. 
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In recent years intravenous cholangio- 
graphy has been very helpful in making 
this diagnosis. This procedure was used 
in the last 47 patients in this group and 
a diagnosis of obstruction was made in 
33 of 37 visualized ducts (89 per cent). 
As you know, the concentration of Cholo- 
grafin in bile is 30 to 100 times the con- 
centration in the blood. Since jaundice 
(in itself an indication of common duct 
obstruction) was present in many patients 
in whom the ducts could not be visualized, 
intravenous cholangiography is of great- 
est help in those patients in whom it is 
most needed. 

Wise '' of our Department of Radiology 
has reported our experience with intra- 
venous cholangiography in over 300 pa- 
tients. No serious vasomotor reactions 
were observed. The visualization rate will 
vary with the selection of cases, depending 
largely upon the presence and degree of 
jaundice. In this group, it was possible 
to visualize the common duct in 82 per 
cent of the patients who had previously 
undergone cholecystectomy. Correlating 
the findings on intravenous cholangio- 
graphy with the operative findings, Wise '' 
found that obstruction at the ampulla was 
demonstrated at operation in all -ducts 
which measured 15 mm. or more in diame- 
ter, while no obstruction was found in 
ducts measuring 8 mm. or less in diameter. 
However, the ducts measured between 8 
and 15 mm. in 57 per cent of the patients, 
and it is in this group of equivocal cases 
that he feels the time-density relationship 
is significant. The failure of the dye in 
the duct to show a decided decrease in 
density at the end of two hours was a 
dependable indication that obstruction was 
present. 

Treatment 

A diagnosis of stenosis of the sphincter 
of Oddi is made if a 3 mm. dilator cannot 
be passed easily into the duodenum. In 
the past many of these patients were 
treated by dilatation of the sphincter with 
graduated Bakes dilators and the im- 
plantation of a long-arm T tube passing 
through the sphincter into the duodenum. 
This tube was left in place for six to eight 
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weeks. We now feel that transduodenal 
sphincterotomy, with or without a long 
T tube, is the best treatment for patients 
with stenosis of the sphincter. Two deaths 
occurred in this second group of 100 pa- 
tients. One was an elderly patient who 
suffered a cerebrovascular accident, and 
the second was a woman with far ad- 
vanced biliary disease who had bleeding 
from esophageal varices. Ninety per cent 
of the 49 patients described in 1952 were 
reported as having a good result at that 
time. In 1956, a six year follow-up of 
these patients revealed that none had re- 
quired further surgical intervention be- 
cause of recurrence of symptoms. 

In the second group of 100 patients, 
81 per cent were free of symptoms two 
years or more after operation. The re- 
sults in 9 cases were classified as fair: 
that is, upper abdominal distress was still 
present, but severe attacks of pain no 
longer occurred. The results in 8 cases 
were classified as poor: pancreatic ne-- 
crosis developed in 2 patients, one of 
whom subsequently died (15 per cent of 
the entire group were found at operation 
to have evidence of unsuspected pancrea- 
titis.) Two other patients have experi- 
enced recurrent pain, but show no evi- 
dence of common duct obstruction on the 
intravenous cholangiogram. The pain was 
believed to be neuritic in origin. One pa- 
tient was found to have a papillary ade- 
nocarcinoma of the ampulla seven months 
after operation for which pancreatico- 
duodenectomy was carried out. One pa- 
tient died later of hepatic insufficiency. 
One patient who had undergone dilatation 
of the sphincter later required transduo- 
denal sphincterotomy and has remained 
well for one year. Another patient re- 
quired a subsequent operation for choledo- 
cholithiasis, and has remained well since 
the sphincterotomy. 


Common Duct Stricture 
It is now twenty-eight vears since Dr. 
Lahey’s * first report on strictures of the 
common. duct. At the present time, we 
have carried out over 1000 operations on 
more than 700 patients with this con- 
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dition. The long period of morbidity, the 
need for repeated operations, and the 
early and late mortality associated with 
common bile duct strictures are all avoid- 
able since the great majority (in our 
experience over 90 per cent) are caused 
by operative injury at the time of chole- 
cystectomy. The extreme seriousness of 
this complication of biliary tract surgery 
is indicated by the fact that when the 
common duct has been cut, clamped or 
tied, there is a 30 per cent chance that 
the patient will eventually die as a direct 
result of this accident. 
Diagnosis 

We have learned to suspect the pre- 
sence of common duct stricture when we 
obtain a history of the development of 
jaundice, bile peritonitis, or profuse drain- 
age of bile immediately following chole- 
cystectomy. It must also be considered 
in the differential diagnosis of a patient 
who has had a cholecystectomy and is 
having recurrent attacks of fever, pain 
and jaundice. In many of these cases, 
an internal biliary fistula develops be- 
tween the obstructed common duct and 
the duodenum. Drainage of bile through 
the fistula permits the fever, pain and 
jaundice to subside. Unfortunately, these 
fistulas eventually close and the symptoms 
recur. For this reason, some of these 
patients may be relatively free of symp- 
toms for months or even years following 
cholecystectomy—a fact which may hide 
the relationship of the operative proce- 
dure to the pathologic condition which is 
present. 
Prevention 

The most important aspect of the prob- 
lem of common duct stricture is its pre- 
vention. The frequency with which this 
serious complication of biliary tract sur- 
gery is encountered today is a serious 
reflection on the over-all quality of mod- 
ern surgery. Judging from the histories 
of our patients, it occurs most frequently 
during the removal of the small, shrunken, 
chronically inflamed gallbladder when the 
relationship of the cystic artery and bile 
ducts is considerably distorted. Cole‘ has 


stated that it is most likely to occur during 
the removal of an extremely mobile gall- 
bladder when enough associated inflam- 
mation is present to obscure the anatomic 
structures. The importance of an ade- 
quate incision, adequate relaxation plus 
adequate light and skillful assistance dur- 
ing the performance of cholecystectomy 
must be repeatedly emphasized. In many 
instances the duct has been injured during 
a hurried attempt to control severe bleed- 
ing from the cystic artery or portal vein. 
In cases of hemorrhage from the hepatic 
artery, a clamp may be accurately applied 
after the bleeding has been controlled by 
pressure on the artery with the thumb 
in front and the index finger inserted in 
the foramen of Winslow. The mainte- 
nance of firm pressure over a period of 
a few minutes will slow venous bleeding 
so that it can be controlled without injury 
to the common duct. The many variations 
that may be encountered in the relation- 
ship of the important structures to be 
dealt with during cholecystectomy em- 
phasize the fact that there is no “normal” 
anatomy so far as these structures are 
concerned. The cystic artery, the cystic 
duct, the common bile duct and the com- 
mon hepatic duct must be visualized and 
accurately identified before any clamps 
are applied. This is essential, regardless 
of the method one chooses to employ for 
cholecystectomy. 

The strictures we have seen in recent 
years tend to involve the common hepatic 
or the right or left hepatic ducts rather 
than the lower end of the common duct. 
If the anatomic relationships are distorted, 
choledochostomy at a point where the 
common duct can be identified will per- 
mit the introduction of a sound or dilator 
into the common hepatic duct. This may 
be most helpful in the dissection of the 
cystic artery and the junction of the cys- 
tic duct with the common hepatic duct. 
If the operator feels that he is still unable 
to carry out this dissection safely, he 
should be content with performing a 
cholecystostomy. The fact that common 
duct injury has occurred at the hands 
of eminent surgeons should be a warning 
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to all of us to avoid carelessness, haste 
and impatience in carrying out this com- 
mon operative procedure. Indeed it is 
my feeling that the principal reason for 
injury to the common or hepatic ducts 
during the removal of a _ gallbladder 
is lack of proper respect for the operative 
procedure of cholecystectomy. 

Treatment 

All of these patients are such poor op- 
erative risks that several days of careful 
preparation are required before operation. 
Unless an external biliary fistula is pre- 
sent, they are usually jaundiced. In most 
cases, considerable weight loss, lowered 
blood volume, and lowered serum protein 
are present. Severe hepaticocellular dam- 
age may have occurred. The prothrombin 
is often low and at times fails to respond 
to the injection of vitamin K. This is a 
very serious prognostic sign. The hepa- 
tic damage may be so severe that only 
the establishment of an external biliary 
fistula is feasible at the first operative 
procedure. In recent years, we have seen 
a number of patients in whom massive 
liver enlargement and portal hypertension 
necessitated the establishment of a porta- 
caval shunt before correction of the stric- 
ture could be attempted. 

Successful repair of the stricture de- 
pends to a large extent upon whether or 
not a good proximal duct is available. If 
the injury is high, involving the common 
hepatic duct, little or none of this struc- 
ture may remain. If the stricture is lo- 
cated at the bifurcation of the right and 
left hepatic ducts, it may be necessary to 
divide the partition between the two or 
even to implant the ducts separately. If 
possible, we try to carry out an end-to- 
end restoration of the common duct, using 
a T tube as a splint. The long arm of 
the T tube is never brought out through 
the area of the anastomosis. When the 
stricture is high, we are frequently forced 
to resort to hepaticojejunostomy. This 
may be carried out by means of a Roux- 
en-Y procedure, although we prefer to 
use a loop with an entero-enterostomy be- 
low. We have always felt that subsequent 
cholangitis is caused by obstruction at 
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the site of anastomosis rather than by 
reflux of intestinal content into the biliary 
system. The type of prosthesis to be used 
will depend upon the type of restoration 
that is carried out. When a stricture in- 
volves the junction of the right and left 
hepatic ducts, a Y tube may be used with 
the limbs of the Y in the two hepatic 
ducts and the stem in the remaining com- 
mon duct or jejunum. Since all prostheses 
become occluded if left long enough, a 
second operative procedure may be neces- 
sary to remove the tube in six to nine 
months. 


Results 

Our experience has shown that in these 
patients follow-up studies must be car- 
ried out for at least three years before the 
repair can be considered as probably suc- 
cessful. The best results, as might be 
expected, follow plastic repair of a partial 
stricture of the lower common duct. Un- 
fortunately, this situation is rarely seen 
at the present time. The first attempt 
presents the best opportunity for a suc- 
cessful repair. Each failure means the loss 
of an additional amount of the common 
and hepatic ducts and reduces the chances 
of a successful outcome. One hundred and 
thirty-five patients in whom an end-to- 
end anastomosis was performed between 
1950 and 1955 have had follow-up periods 
of more than three years; 57 per cent 
had a good or excellent result. One hun- 
dred and forty-five patients who were sub- 
jected to hepaticojejunostomy between 
1940 and 1955 have had follow-up periods 
of more than three years; 42 per cent 
obtained a good or excellent result. 
Twenty-eight per cent of the patients in 
whom end-to-end anastomosis was carried 
out over a Y tube had a good result. This 
figure was increased to 65 per cent fol- 
lowing a second-stage procedure for re- 
moval of the Y tube. Of the patients who 
underwent hepaticojejunostomy over a Y 
tube, the results were good or excellent 
in 28 per cent following a one-stage pro- 
cedure, and in 62 per cent following the 
second stage. The present operative mor- 
tality for end-to-end anastomosis is 2 per 
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cent, and for hepaticojejunostomy, 4 per 
cent. 
Conclusions 

A careful review of this experience 
leads to a number of conclusions: 

1. The patient with a common duct 
stricture has only one chance for survival, 
and that is a successful repair of the 
stricture. 


2. If he is allowed to undergo repeated 
attacks of chills, fever and jaundice, even 
if these are mild and transient, severe liver 
damage and portal hypertension will 
eventually develop. 


3. Failure following several attempts 
at repair does not mean that the situation 
is hopeless; success may follow the eighth 
or ninth attempt. 

4. Last, but most important of all, it 
is obvious that the only satisfactory solu- 
tion to the problem of common duct stric- 
ture is its prevention at the time of 
cholecystectomy. 
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Historical Notes 


Doctors: “Now that I am talking of doctors, what a strange set they are, and 
what a singular position they hold in society! Admitted to the fullest confidence 
of the world, yet by a strange perversion, while they are the depositories of secrets 
that hold together the whole fabric of society, their influence is neither fully 
recognized, nor their power acknowledged. The doctor is now, what the monk once 
was, with this additional advantage, that from the nature of his studies, and the 
research of his art, he reads more deeply the human heart, and penetrates into its 
inmost recesses. For him, life has little romance; the grosser agency of the body, 
reacting ever on the operations of the mind, destroys many a poetic day-dream and 
many a high-wrought illusion. To him alone does a man speak ‘son dernier mot’ while 
to the lawyer, the leanings of self respect will make him always impart a favourable 
view of his case. To the physician, he will be candid, and even more than candid; yes, 
these are the men, who, watching the secret workings of human passions, can trace 
the progress of mankind in virtue and vice; whilt ministering to the body they are 
exploring the mind; and yet scarcely is the hour of danger past, scarcely the shadow 
of fear dissipated, when they fall back to their humble position in life, bearing with 
them little gratitude, and strange to say, no fear!” 


New Orleans M. & S. J., 1: 52 (July to Sept.) 1844, quoted from Dublin University 
Magazine. 
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Prophylactic Use of Glucosamine-Potentiated 


Antibioties in Kmergency Abdominal 


and Gastrointestinal Surgery 


@ Study of a new oral tetracycline-nystatin preparation, used post- 
operatively on twenty-seven patients at Charity Hospital of Louisiana, 


New Orleans. 


HE risk of wound contamination and 

infection is ever present in abdominal 
surgery, but particularly so in emergency 
surgery when preoperative care is some- 
times, of necessity, inadequate. Conse- 
quently, it may be helpful to think of 
emergency surgery in terms of contami- 
nated rather than clean operative work. 
This implies the routine prophylactic use 
of antibiotics, not only preoperatively, 
but postoperatively as well. For such 
use, antibiotics must be screened for ef- 
ficacy and safety in order to avoid burden- 
ing the patient with untoward effects in 
addition to the distress of disease. This 
study was conducted at the Charity Hos- 
pital to determine the efficacy and safety 
of a new oral tetracyclinenystatin pre- 
paration as postoperative prophylaxis fol- 
lowing emergency surgery. 


Materials and Methods 
Each capsule of the preparation* con- 
tained 250 mg. of tetracycline; 250 mg. 
of glucosamine (2 amino-d-glucose), an 
aminosugar which is reported to poten- 
tiate the absorption of antibiotics;'-* and 
250,000 u. of nystatin, noted for its fung- 
istatic and fungicidal activity.” One cap- 
sule was administered four times daily 
for two to six days postoperatively to 27 
adult patients. Indications for emergency 
surgery included ruptured appendix, car- 
From the Independent Surgery Service, Char- 
ity Hospital of Louisiana, New Orleans. 
* Cosa-Tetrastatin, trademark of Pfizer Labo- 
ratories, Brooklyn 6, New York. 


FEBRUARY, 1959—VoL. 111, No. 2 


HEWITTE A. THIAN, M.D. 
and REICHARD KAHLE, M.D. 


New Orleans 


cinoma, perforated gastric and duodenal 
ulcer, intestinal obstruction, and strangu- 
lated hernia (Table 1). When conditions 
permitted the usual preoperative routines 
were employed. The majority of the pa- 

















TABLE 1 
INDICATIONS FOR SURGERY 

— Patients 

Perforated Ulcer ; 
Ruptured Appendix 6 
Carcinoma of Gastrointestinal Tract 5 
Intestinal Obstruction 4 
Strangulated Hernia 2 
Hypertrophic Gastritis 1 
Hypersplenism 1 
Cholecystitis 1 
Total 27 








tients received 500 mg. of tetracycline 
intravenously on admission, when pos- 
sible, 100 mg. intramuscularly every 
eight hours before surgery, and af- 
ter surgery oral medication as previous- 
ly noted. Four patients received the tetra- 
cycline-nystatin preparation as preopera- 
tive preparation of the bowel in antici- 
pation of surgery of the colon. In these 
cases 11% ounces of castor oil were given 
first followed by 4 capsules every hour 
for four hours. A capsule was then given 
every four hours until surgery. The only 
antibiotic used postoperatively for all pa- 
tients was the oral tetracycline-nystatin 
preparation. 
Results 


The combination of glucosamine-poten- 
tiated tetracycline with nystatin proved 
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to be an effective and safe antimicrobial 
preparation for prophylactic use in major 
emergency’ surgery. All patients had 
_ prompt recoveries free of infection. None 


TABLE 2 
PATIENT RESPONSES 
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of the patients developed diarrhea, cheilo- 


sis, Monilia infection, or any other side 
effect as a result of the preparation. The 
average time of response from the febrile 
to the afebrile state was forty-eight hours 
(Table 2). In cases of extensive surgery, 
or when the patient remained febrile for 
longer than seventy-two hours, therapy 
was continued for forty-eight hours after 
the patient had become afebrile. Post- 
operative course was satisfactory and it 
is estimated that the hospital stay of 
these patients was shortened by two days 
to a week over other similar cases in 
which this form of antibiotic therapy was 
not used. 

In the 4 cases in which the preparation 
was used preoperatively to prepare the 
bowel for surgery of the colon, patients 
had less fever after surgery than did 
patients who had been prepared by other 
methods preoperatively. This we attribute 
to the high blood levels attained with the 
glucosamine-potentiated preparation. 


Discussion 
The rationale for the combination of 
tetracycline with nystatin is well estab- 


lished and needs no explanation, nor does 
the desirability of increasing absorption 
of antibiotics from the gastrointestinal 
tract. Potentiation of absorption by glu- 
cosamine was not determined in this eval- 
uation, but it has been reported ade- 
quately in the literature.'*.“* The com- 
plete absence of gastrointestinal side ef- 
fects probably results from increased ab- 
sorption. Ordinarily, only about 20 per 
cent of an oral dose of antibiotic is ab- 
sorbed, the remainder is inactivated, con- 
jugated, or not absorbed and may have 
an adverse effect on the intestinal flora 
and mucosa. A reduction in the unab- 
sorbed portion of the dose may therefore 
reduce the incidence and severity of side 
effects. Whatever the cause, the lack of 
side effects in these patients who had 
undergone abdominal and gastrointestinal 
surgery was very gratifying. 


Summary 

Twenty-seven patients received a com- 
bination of glucosamine-potentiated tetra- 
evcline and nystatin as prophylactic thera- 
py following emergency abdominal and 
gastrointestinal surgery. None of the pa- 
tients developed infections and there were 
no side effects. It was our impression 
that the prophylactic therapy materially 
shortened the length of time that patients 
had to be hospitalized following surgery. 
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Hip Joint Prosthesis 


Sovereign Remedy or Profligate Tool* 


@ The pros and cons of this procedure are gone into with a review 
of endoprostheses inserted in debilitated patients on the Tulane Unit 
Orthopedic Service at Charity Hospital since 1952. 


HE phenomenal enthusiasm with which 
replacement arthroplasty of the hip 
was received following Judet’s report in 
1950 was unprecedented. By 1952, a virtual 
deluge of endoprostheses of various ma- 
terials and different design produced so 
much wild enthusiasm that it was de- 
scribed by one as “huckstering’’.' Each 
proponent spoke with particular energy 
in little-understood terms of “thrust”, 
“stress”, “strain” and “weight transmis- 
sion” to substantiate the supposed su- 
premacy of their particular device. The 
increase in types of prostheses available 
was paralleled by an ever-increasing wid- 
ening of indications for their applications 
until practically all pathology of the hip 
has been advanced as indications for ap- 
plication of prosthesis. Proponents hailed 
the hip prosthesis as the panacea for hip 
joint disease—the sovereign remedy.*" 
Any procedure, promoted with such 
enthusiasm, accepted as hurriedly, often 
without question by its proponents, usually 
acquires a similar number of antagonists 
who are equally strong in their condem- 
nation of the procedure. This is true of 
endoprostheses for the hip. Its opponents 
advanced objections based on opposing 
theories of “thrust’’, “‘stress’, “strain’’, 
“weight transmission” and _ indications. 
Endoprostheses were labeled by the an- 
tagonists as a mechanically unsound, non- 
physiologic instrument without excuse for 
‘Presented at the Seventy-eighth Annual 
Meeting of the Louisiana State Medical Society, 


in Shreveport, May 6, 1958. 
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existence or application, truly an instru- 
ment of the devil—a profligate tool. 

It is sometimes difficult, if not impos- 
sible, to develop a clear impression of the 
true value of the hip endoprosthesis from 
the divergent claims and counterclaims 
which have appeared since 1952.4’ It 
does appear that at least a more mature 
evaluation is possible in 1958 than has- 
been possible before. From the _ initial 
multiplicity of various designs and mater- 
ials used in prostheses sufficient evidence 
of tissue reaction to various plastics and 
failure of the plastics under stress has 
accumulated to indicate that, at least for 
the present, prostheses of inert metals are 
more satisfactory, stronger, more reliable 
and have greater durability.'*'" Through 
experience, as well as a study of compli- 
cations arising from the insertion of 
prostheses, certain refinements of tech- 
nique and principles of fixation of the 
prostheses have evolved. Intramedullary 
seating of the prosthesis assures greater 
stability and more permanent, trustworthy 
weight transmission. 

Although the original prostheses were 
used primarily as a “replacement arthro- 
plasty” in arthritics, a greater number 
are now being used in patients with frac- 
tures of the hip, either in fractures of 
the femoral neck which develop nonunion 
or aseptic necrosis or in fresh fractures 
of the hip in the aged or debilitated 
Although hip replacement prostheses con- 
tinue to enjoy their more enthusiastic 
support in this field, here again, there 
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appears to be considerable divergence of 
opinion as to indications for their use and 
the success of their application.*-".'!'s." 

In an attempt to clarify our own think- 
ing regarding hip endoprostheses and the 
indications for their application as well 
as to formulate policy regarding care of 
the large number of debilitated individ- 
uals admitted with fractures of the hip, 
we have reviewed the endoprostheses in- 
serted on the Tulane Unit Orthopedic 
Service at Charity Hospital since 1952. 
During this period of time a total of 59 
patients have had femoral head prostheses 
inserted. In one patient a prosthesis was 
inserted in both hips. We have been able 
to follow 44 patients for evaluation of 
results. An evaluation of these 44 patients 
is the basis for this report. 

Of these 44 patients followed, 39 (88.6 
per cent) had hip prostheses inserted be- 
cause of pathology arising from a fracture 
of the femoral neck. Prostheses were 


used in 16 (36.3 per cent) patients with 
fresh fractures in an elderly group of 


debilitated patients with an average age 
of 79.5 years. Twelve patients (27.2 per 
cent) with fresh recent femoral neck frac- 
tures had prostheses inserted because of 
complicating secondary diagnosis. Eight 
of these were psychotic, 2 had paralysis 
agitans, 1 had congenital cerebral palsy 
and was 73, and another had epilepsy 
with grand mal seizures. The inability 
to assure adequate cooperation during the 
postoperative state in this group was in- 
terpreted as an indication for the inser- 
tion of a prosthesis rather than routine 
treatment of the fracture. 

Nine patients with nonunion following 
fracture of the femoral neck were treated 
by use of the hip prosthesis. Five patients 
had had primary open reduction and in- 
ternal fixation with a Smith-Peterson nail 
with subsequent failure, the other 4 with 
nonunion had no previous treatment for 
their fractures. Two patients with path- 
ological fractures, one with multiple 
myeloma, the other with metastatic carci- 
noma, had prosthetic replacement of the 
femoral head and neck. Three patients 
with radiation necrosis of the femoral 


head, secondary to treatment of carcinoma 
of the cervix, are included together with 2 
patients with aseptic necrosis of the fe- 
moral head. One of these patients with 
aseptic necrosis had associated sickle cell 
disease. The other had a healed subcapital 
fracture fixed with multiple pins with de- 
layed appearance of aseptic necrosis. 


Surgical Technique 

All prostheses used were of the Fred 
Thompson type except for two of the 
Naden-Reith type. 

An anterior ilio-femoral approach was 
used in 31 of the patients (70.5 per cent) 
with reflexion of the attachment of the 
rectus femorus in the majority of these. 
A lateral or posterior lateral approach 
was used in 13 patients (29.5 per cent) 
and 3 had replacement of the prostheses 
through a Gibson or posterior approach. 


Post-Operative Care 

The routine postoperative care, obvious- 
ly modified by particular or extenuating 
circumstances, consisted of postoperative 
suspension of the extremity in balanced 
traction, for twenty-one days with early 
mobilization in bed on an exercise skate 
board followed by instruction in ambula- 
tion using a walker or crutches. 


Results of Therapy 
Mortality 

Four of the 44 patients died during the 
immediate postoperative stage (thirty 
days), an operative mortality of 9.1 per 
cent. One patient developed cardiac ar- 
rest and expired at the conclusion of sur- 
gery, 2 died of pulmonary emboli and 1 
had a cerebral vascular accident on the 
fifth postoperative day. Death has oc- 
curred in 7 additional patients following 
discharge from the hospital. The cause of 
death ranged from peritonitis following 
biopsy of uterine tumor, cerebral vascu- 
lar accidents, coronary heart disease, ren- 
al infarct (following hysterectomy) and 
occurred from one to twenty-seven months 
following discharge from the hospital. In 
none of these patients was the death con- 
sidered related to or resultant from the 
surgery, the period of immobilization or 
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postoperative restriction of activities. 
These simply reflect the usual causes of 
death in a group of elderly, debilitated 
patients. 
Complications 

Postoperative complications occurred 
in 6 (15.6 per cent) of these patients. 
Infection was present in 2, neither of 
which was considered severe or produced 
serious sequalae. In 2 patients the stem 
of the prosthesis protruded through the 
posterior lateral aspect of the femoral 
shaft. In 1 patient the prosthesis remained 
loose or improperly seated. The patient 
complained of a sense of insecurity of 
the hip on attempted weight bearing or 
walking with slight discomfort. Calcifi- 
cation in the capsule or a myositis ossifi- 
cans produced pain and limited motion in 
1 patient. 


End Results 


Activities and Ambulation 

Of the 44 patients whom we were able 
to follow from two to twenty-seven 
months, an average of 9.1 months, 13 pa- 
tients (29.5 per cent) ambulate without 
assistance. An additional 6 patients (13.6 
per cent) are ambulatory but require one 
cane for stability, relief of pain, or pre- 
vention of limp. Six other patients (13.6 
per cent) use one or two crutches to 
walk, and 2 (4.5 per cent) ambulated 
with a walker. One patient who used a 
walker had radiation necrosis of both 
hips and ambulated well without signifi- 
cant disabling pain some twenty-seven 
months following surgery. 

Six patients (13.6 per cent) were un- 
able to walk at all. Two of these were 
paranoid schizophrenics who refused to 
get out of bed or ambulate in spite of 
accurately reconstructed hip joints with 
normal stability and a full range of mo- 
tion. The 73 year old patient with cerebral 
palsy has remained in bed for approxi- 
mately four months following surgery and 
one 89 year old white female who had 
not ambulated since the original fracture 
of the femoral neck has continued to 
complain and refused to walk in spite 
of the restoration of a stable hip. One 
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patient with Parkinsonism was ambula- 
tory at time of discharge; however, after 
admission to a nursing home she was al- 
lowed to remain in bed and deteriorated, 
subsequently developing numerous decubiti 
in which chronic infection developed with 
increased debility and subsequent death. 
Classification of Results 

Results were classified according to the 
patient’s ability to ambulate, restoration 
of stability, and the degree of pain and 
discomfort present in the hip. Those 
patients able to assume their previous 
ambulatory activities without significant 
disabling pain were classfied as good or 
satisfactory, and those who ambulated 
with assistance and continued to have 
either disabling pain or limited motion 
were classified as fair. Those patients 
who either refused to walk, were unable 
to walk, or had disabling pain which pre- 
vented any but the most limited ambula- 
tion, were classified as poor results or 
failures. 

Twenty-four of these 44 patients (54.5 
per cent) were able to ambulate without 
assistance or disabling pain or with the 
use of a single cane to add stability to 
their gait or prevent limp and were clas- 
sified as satisfactory or good. There were 
6 patients (13.6 per cent) who were classi- 
fied as fair, having some degree of dis- 
abling pain or limitation of motion of 
the hip. Fourteen patients (31.8 per cent) 
were considered as failures, being unable 
to ambulate following surgery. If the 2 
schizophrenic patients without obvious in- 
stability or limitation of motion were 
eliminated from this group, the percent- 
age of failures would be reduced to 12, 
or 27.2 per cent, 

Discussion 

Reflection on the claims and counter 
claims originally advanced by both pro- 
ponents and opponents of replacement ar- 
throplasty of the hip reveals that both 
views must be tempered in light of more 
mature consideration. It appears that the 
endoprosthesis for the hip is not the sover- 
eign remedy or panacea for all pathological 
conditions of the hip, nor is it a mechani- 
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cally unsound nonphysiologic profligate 
tool or instrument of the devil which 
should never be used. 

It would appear that several claims of 
superiority must be examined more close- 
ly before endorsement. This is especially 
true in fresh fractures of the femoral 
neck. The claim that prosthesis insertion 
is less traumatic and time consuming is 
not substantiated by comparison of com- 
parable cases with closed reduction and in- 
- ternal fixation and those of prosthesis 
insertion. Operating time was practically 
identical for the two procedures. Mortali- 
ty, operative and postoperative, in the 
group with prosthesis was 9.1 per cent. 
In a group of 161 patients reported by 
Vishoot '* who had reduction and internal 
fixation of femoral neck fractures, there 
were 15 deaths, or a mortality rate of 9.3 
per cent. The claim of superiority of the 
endoprosthesis in affording early ambula- 
tion is probably tenable; however, many 
of these patients required considerable 
training and assistance in walking and 
only 54.5 per cent were free of disabling 
pain and walked without assistance or 
with only minimal help of a cane. Over 
13 per cent had disabling pain, limited 
motion, or instability which necessitated 
assistance of crutches to walk. Six of 
the 14 patients who were not able to walk 
were disabled by conditions other than 
hip joint disability, indicating that more 
careful consideration of indications for 
surgery might have eliminated or reduced 
these failures. 

It must be remembered that age is rela- 
tive and discarding a femoral head in a 
fracture which could be expected to heal 
simply because the patient has accumu- 
lated a certain number of chronological 
units might be questioned. Successful 
union in vertical or Pauwels type three 
fractures reported by Cleveland '* might 
also raise doubts as to using the type of 
fracture line as an indication for discard- 
ing the head. More careful consideration 
for use of endoprostheses in fresh frac- 
tures of the femoral neck seems indicated 
if we are able to offer only slightly more 
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than 50 per cent chance of satisfactory 
ambulation. 


After considering the results in this 
series it does appear that certain fractures 
of the femoral neck are best “salvaged” 
by use of a femoral prosthesis. These 
are the fractures with comminution of 
the neck, fragmentation of the head or 
with such advanced osteoporosis that se- 
cure fixation of the head fragment with 
pins or nails was impossible. The use 
of endoprostheses in pathological frac- 
tures associated with malignancy or fol- 
lowing radiation necrosis also seems ra- 
tional. The use of endoprostheses in pa- 
tients whose convalescence cannot be con- 
trolled postoperatively seems acceptable 
although 2 of 6 psychotic patients refused 
to use their endoprostheses after success- 
ful reconstruction. 

After summarizing the unfavorable as- 
pects of replacement arthroplasty of the 
hip it is only fair that we consider the 
patients with successful reconstructions. 
Our results agree with Thompson’s con- 
clusions that the prime indication for use 
of the endoprostheses is aseptic necrosis 
of the femoral head especially with non- 
union of the neck fracture or with crumb- 
ling of the necrotic head. These patients 
have uniformly done well. The majority 
had much better motion and stability with 
less discomfort than could reasonably be 
expected with any other procedure applica- 
ble in the presence of the degree of path- 
ology present. Those that were good were 
remarkably good. 

In conclusion, we must agree that endo- 
prostheses, although a valuable addition 
to our armamentarium, useful in salvaging 
irreparably damaged hip joints, cannot 
be expected to function as well as a hip 
in which reconstruction has resulted in 
a hip with viable head, normal circulation 
and covered by living cartilage.'’*" If 
this cannot be expected we will continue 
using endoprostheses to salvage the hip 
joint function. 
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Historical Notes 


“A Nut for the Ultra-Phlebotomists: ‘I have seen,’ says Bordeu that truly 
spirituel and lively writer, ‘a physician who put no bounds to his fondness for bleeding. 
If he had bled a patient thrice, he repeated it once more, for the good reason that 
there are four divisions of the world, four seasons in the year, and four cardinal points 
in the compass; after the fourth bleeding, a fifth was required, because there are five 
fingers to each hand; to the fifth he added the sixth, for that God created the world 
in six days; six!—oh! there must be seven since the week has seven days, and Greece 
had seven Sages; an eighth was necessary to make the number even; and a ninth, 


quia * * * numero Deus impare gaudet.” 


New Orleans M. & S. J., 1: 199, (July to September) 1844. 
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Management of 


Congenital Cataracts in Children* 


@ The authors review the various forms of an important congenital 


anomaly and its surgical treatment, in which good judgment and 


skill are essential factors. 


HE newborn infant keeps his eyes 

closed most of the time and sleeps a 
great deal. He has small pupils and does 
not have good fixation. Since it is not 
apparent that he can not see, an infant 
is usually several weeks or months old 
when his congenital cataracts are dis- 
covered. Partial cataracts may be over- 
looked for a long period of time because 
the patient will have enough vision to get 
along fairly well. Sometimes the diagno- 
sis of cataracts is not made until the pa- 
tient develops a strabismus or it is noted 
that one eye fails to grow in size as rapid- 
ly as the other one. 

In about half of the cases of congenital 
cataracts there are other ocular anomalies. 
Some of these include microphthalmus, 
subluxation of the lens, nystagmus, stra- 
bismus, amblyopia, aniridia, choroidal and 
retinal diseases. 

A moderately high percentage of these 
children will have mental retardation. It 
may not make its appearance until the 
child is 4 years old or older. The mental 
retardation is not necessarily due to the 
lack of vision for there are many blind 
patients who are mentally normal. Some 
children do improve after their vision is 
restored, but many do not. 

Frequently, there are other associated 
congenital anomalies or metabolic disturb- 
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ances of a constitutional variety found 
in these children. These include cardiac, 
skeletal, central nervous system, visceral, 
and various other anatomical anomalies. 


Forms of Congenital Cataracts 

With the fine beam of the slitlamp and 
the curneal microscope it is possible to 
see the surfaces and zones of the lens. 
The lens is transparent in its normal 
development and all congenital opacities 
are pure aberrations of growth and not 
arrests of development. The congenital 
cataracts can thus be classified according 
to the anatomical location of the opacities 
in the lens.! 


Congenital Lens Opacities 

Anterior Axial Embryonal Cataracts— 
Anterior axial embryonal cataract is the 
most frequent form of congenital cataract. 
It consists of multiple, fine, chalklike, 
white bodies in the proximity of the an- 
terior embryonal suture and may be sur- 
rounded by a faint halo. It is stationary 
and does not cause any visual loss. 

Sutural (Stellate) Cataracts — Sutural 
cataracts map out the Y-shaped sutures 
of either the anterior or posterior Y. The 
anterior sutures may be more involved 
in the anterior sutural cataract. In the 
posterior sutural cataract, the posterior 
suture is more frequently involved. Opaci- 
ties may be present in both the anterior 
and posterior sutures and even unusual 
forms may be present. 





Punctate Cataract—Punctate cataracts 
are scattered, small, gray or light blue 
opacities which do not involve the em- 
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ryonic nucleus. Punctate cataract may 
ecur in Mongolian idiocy at puberty. 


Congenital Opacities at the Anterior Pole 
of the Lens~* 

Anterior Polar (Pyramidal) Cataract— 
\nterior polar cataract consists of a 
sharply circumscribed opacity of the an- 
terior lens capsule. It varies greatly in 
size, and the opacities radiate into the 
iens. If the opacity is large, the patient 
may see better in dim light. 

Capsular Flakes—Capsular flakes con- 
sist of white, oval, round, sharply circum- 
scribed, dense opacities which appear as 
flat prominences on the capsular surface. 

Circular or Subcapsular Cataracts—Cir- 
cular or subcapsular cataracts vary in col- 
or from white to slightly brown. They 
may be round or radially placed. 


Reduplication Cataract 

This is an anterior lens capsule opacity 
which involves some of the lens fibers that 
are in direct contact with it. Healing has 
taken place with the later development 
of new, normal lens fibers between the 
capsule and damaged fibers. 


Lens Changes Involving the Posterior 
Pole of the Lens 

Spurious Posterior Capsular Cataract 
(Mittendorf’s Dot) —The posterior lens 
dot represents the remnant of the attach- 
ment of the hyaloid artery. It appears 
as a fairly large dot on the posterior lens 
capsule. 

Posterior Polayvy Cataract—The poster- 
ior polar cataract consists of a large, 
dense, circular opacity covering the post- 
erior pole and representing a persistence 
of the’ fibrovascular sheath of the lens. 
A disturbance of the lens fiber directly 
beneath this lesion may follow and may 
result in a localized posterior opacity. 

Posterior Lenticonus — Posterior lenti- 
conus is a conical or globular protuberance 
on the posterior lenticular surface. This 
is complicated by posterior lens opacities. 


Zonular (Lamellar) Cataract 

Zonular cataract is the most frequent 
ype of congenital cataract. It consists 
f a zone of lamellar opacities that sur- 
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round the clear area of the lens. This 
zone of opacities is then surrounded by 
clear cortex. The cataract may surround 
the embryonic nucleus and also involve 
other parts of the lens. 

Zonular cataracts are commonly seen 
following infantile tetany associated with 
convulsions in which there is an upset of 
the parathyroid-calcium metabolism. Oth- 
er causes of zonular cataracts are local 
disturbances such as trauma, iritis, per- 
forating ulcer, or perforating injuries. 


Embryonal Nuclear Cataract 

Embryonal nuclear cataract consists of 
a fine, gray-white punctate opacity lying 
in the embryonic nucleus. It appears as 
a gray globe in an otherwise clear lens. 


Total Congenital Cataract 

Total congenital cataract is an opacity 
of the entire lens. Occasionally, a small 
portion of the lens may remain clear. At 
times the cataract may become shrunken 
and degenerate to resemble a morgagnian | 
cataract. 


Membranous Cataract 

Membranous cataract is a total congeni- 
tal cataract which has had absorption of 
the lens parenchyma. The anterior and 
posterior capsules collapse to form a thin, 
gray-white or chalky-white membrane. 


Floriform Cataract 

Floriform cataract is an opacity which 
takes the form of annular elements 
grouped in a flowerlike arrangement. 
These are more commonly found in the 
axial portion of the lens, especially in the 
embryonic nucleus. 


Axial Fusiform Cataract (Spindle 
Cataract) 

Axial fusiform cataract consists of an- 
terior and posterior polar cataracts united 
by threadlike opacities extending axially 
through the lens. 


Spear Cataract 

Spear cataract consists of spiky, branch- 
ing opacities running through the axial 
portion of the lens without apparent re- 
lation to the anatomic structure. 
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Coralliform Cataract 

Coralliform cataract consists of rounded 
and oblong opacities grouped toward the 
center of the lens so as to resemble a 
piece of coral. The embryonic nucleus and 
layers of cortex are all affected in the 
central area. The opacities extend from 
the anterior to the posterior capsule and 
show a play of color. 


Spirochete-Like Opacities 

Spirochete-like opacities consist of 
bandlike, irregular, sharply outlined gray 
streaks in the region of the posterior adult 
nucleus. They are spiral and resemble a 
corkscrew in appearance. 


Ring (disc-shaped) Cataract 

Ring cataract is one that results from 
the absence of embryonic nucleus. It is 
a depressed opaque central area sur- 
rounded by a clear lens of normal size 
and thickness. Sommerring’s ring is a 
condition that resembles a ring cataract. 
It is the result of injury to the lens, with 
absorption of most of the lens, which 
leaves a central membrane and some en- 
closed lens. 
Congenital Cataract after Maternal 

Rubella (German Measles) 

Congenital cataract after maternal ru- 
bella in the first trimester of pregnancy 
may be a dense, pearly-white central opaci- 
ty with a clear periphery or a dense com- 
plete cataract. 


Differential Diagnosis 
Congenital Cataracts 
The diagnosis of congenital cataracts 
is made by the anatomical location of the 
opacities and by their configuration. Fre- 
quently it is difficult to be sure there is 
not any associated condition in total and 
complete congenital cataracts. The medi- 
eal history may be of value in some of 
these cases. 
Forms of Cataracts Acquired in 
Childhood 
Tetany Cataract—Tetany cataract is a 
zonular cataract associated with infantile 
tetany and convulsions during the first 
vear of life. The opacity surrounds the 
fetal nucleus. 
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Diabetic Cataract—The diabetic cata- 
ract commences as small, discrete, cloudy 
opacities that are just beneath the an- 
terior and posterior lens capsule. They 
are snowflake-like and gradually appear 
throughout the cortex. Later these cata- 
racts absorb water. The cataract may 
mature rapidly. 

Mongolian Idiocy Cataract—The Mon- 
golian idiocy cataract develops during 
puberty and may be disciform, annular, 
flaky, or punctate. 

Atopic Dermatitis Cataract — Atopic 
dermatitis cataract consists of a radiating 
type of opacity in the anterior cortex or 
a dense, white, irregular plaque in the 
posterior cortex. The capsule may be 
wrinkled or irregular and as the cataract 
advances, it produces a homogeneous ma- 
ture cataract. 

Coronary Cataract—Coronary cataract 
is a wreath of club-shaped opacities in the 
periphery of the cortex near the equator 
of the lens. It appears in early childhood 
or about puberty and becomes stationary 
after a certain period. 

Traumatic Cataract—Traumatic cata- 
ract may be produced by severe contusion 
of the globe, or by a perforating wound 
of the anterior chamber. There may be 
perforation of the anterior capsule only, 
or a through and through perforation by 
a pointed object or an intraocular foreign 
body. Cataracts absorb water and mature 
rapidly. 

Cataract Associated With Uveitis—Cat- 
aract associated with uveitis occurs when 
the treatment for the uveitis is ineffec- 
tive. The lens cortex and nuclei may ma- 
ture to complete cataract. 


Cataract in Galactosemia—Galactosem- 
ia is due to failure to metabolize galactose 
normally. These individuals develop en- 
largement of the liver, loss of weight, cata- 
ract formation, and the disease may lead 
to death. The opacity appears earliest in 
the cortical fibers near the equator. Later 
the epithelium shows changes. The nucleus 
remains clear until very late in the course 
of the disease. The usual change is a 
peculiar ring which appears to surround 
the nucleus. The ring is more refractible 
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than opaque and can be seen with the 
yphthalmoscope. 


Persistent Hyperplastic Primary Vitreous 

Persistent hyperplastic primary vit- 
reous is a failure of regression of primary 
vitreous and the blood vessels. This re- 
sults in tissue on the posterior surface 
of the lens. It is pinkish-white and varies 
in size from just a plaque to an area 
which completely covers the posterior sur- 
face of the lens. The lens is smaller than 
normal and is clear at first. Later it be- 
comes cataractous with the lesion begin- 
ning at the posterior pole. It increases un- 
til the entire lens is opaque. Glaucoma is 
a common complication. 


Persistence of Pupillary Membrane 

Occasionally there is a pupillary mem- 
brane consisting of remnants of the an- 
terior part of the tunica vasculosa lentis. 
This may be seen as thin threads in the 
pupillary area. Usually these remnants 
do not contain blood vessels, but on oc- 
casion there may be persistence of some 
fine vessels carrying blood in the pu- 
pillary area. 
Retinal Dysplasia 

Retinal dysplasia occurs in the new- 
born but is not related to prematurity. 
It is bilateral and the eyes are micro- 
phthalmic. Anomalies of the brain, heart, 
vascular system or skeleton are usually 
present. The retina is detached in part 
or totally, and lies in folds against, and 
enmeshed in, a vascularized connective 
tissue back of the lens. The total or 
partial detachment of the retina repre- 
sents a union of the retina to a part or all 
of the primary vitreous with a failure of 
the secondary vitreous to form over this 
area of coaptation. The lens is clear in 
the beginning but usually becomes cata- 
ractous. 


Retrolental Fibroplasia 

Retrolental fibroplasia is a disease of 
the premature infant. In the advanced 
stages the retina becomes partially or 
completely detached and pulled against 
the posterior surface of the lens to pro- 
duce a white pupil. Later the lens may 
become cataractous. 
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Retinoblastoma 

Retinoblastoma is a malignant tumor 
of infancy and early childhood. In its 
late stages this tumor of the retina may 
be pressing on the posterior surface of 
the lens producing a white pupil. 


Ectopic Lentis 

Ectopic lentis is a displacement of the 
lens. The zonule shows an asymmetrical 
defect and the displacement is in the 
direction away from the poorly developed 
fibers. 


Indications for Surgery 

Surgery is indicated when the visual 
acuity is reduced to the point of interfer- 
ing with the normal use and development 
of the eyes. From the preceding discus- 
sion it is noted that there are many types 
of congenital cataracts, ranging from bi- 
lateral complete cataracts to insignificant 
congenital opacities which do not require 
treatment. In general, the type of cataract 
has little to do with the indication for. 
surgery, though it may influence the 
choice of operation." 


Surgical Considerations 

1. Unless the vision gets worse, it is 
advisable to leave the patient alone if his 
visual acuity is 20/50 or better. Surgery 
is not indicated when there is a mild 
involvement in one eye and a severe in- 
volvement in the other because the patient 
will be able to lead a fairly normal life 
so far as visual handicaps are concerned. 
If the involvement of the lens in the 
poorer eye is very severe, the eye may be- 
come amblyopic, but this is not always 
true. However, if surgery is performed up- 
on one eye, that eve will become amblyopic. 
Theoretically, such postoperative ambly- 
opia could be prevented by prescribing a 
cataract lens and occluding the good eye. 
But from a practical standpoint this meth- 
od does not work out very satisfactorily. 
It is difficult to do an accurate refraction 
in these children, and it is hard to secure 
satisfactory cooperation on the part of 
the parents and the child. Sooner or later, 
occlusion is given up without having ac- 
complished its purpose. 

2. In borderline cases, with moderate 
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involvement in both eyes, the child should 
be observed to see how he gets along. It 
is important not to hurry into operation 
in these cases. Amblyopia will not de- 
velop and a more accurate refraction can 
be done when the child is 5, 6 or 7 years 
of age. Frequently, the decision will de- 
pend somewhat on how the child gets 
along in school. 

3. Some cases of bilateral dense cen- 
tral opacities have adequate vision with 
dilated pupils and suitable glasses, but 
have inadequate vision when the pupils 
are small. Satisfactory vision can be main- 
tained by keeping the pupils dilated, and 
the patient may be handled in this manner 
for a while. However, it is not usually 
feasible over a long period of years and 
surgery may be necessary. If the visual 
acuity is 20/50 with the small pupil, then 
surgery is not indicated. 

4. In patients with bilateral complete 
cataracts either present at birth or de- 
veloped shortly afterwards, surgery is in- 
dicated. 

5. In patients with severe involvement 
of both eyes, even though there is not 
complete opacification of the lens, surgery 
should be done because the size and density 
of the cataracts preclude useful vision. 


Age of Operation 

There is not any hard and fast rule 
concerning the optimum age at which to 
operate and there has been a good deal 
of difference of opinion on this subject. 
In the case of bilateral complete cataract 
in infancy there are those who advocate 
early operation to permit development of 
the macula. On the other hand, the visual 
results are poorer when the operation is 
done before the age of 2 years than when 
done later because the incidence of com- 
plications is greater.* 

If the cataracts interfere with fixation, 
the first eye should be operated upon at 
6 months of age in the hope that the 
resultant fixation will prevent nystagmus. 
The second eye is operated upon between 
2 and 3 years of age. If the cataract is 
borderline, it is better to defer the opera- 
tion until the child is 5, 6 or 7 years old.® 


Surgical Procedures “ 


Optical Iridectomy 

Optical iridectomy may be used in 
those cataracts in which dilating the pupil 
improves the vision. This group would 
include central opacities, zonular cata- 
racts, and anterior polar cataracts. 

The iridectomy works best in the inner 
lower quadrant. A keratome incision is 
made a little inside the limbus in the cor- 
nea. A small fold of iris is grasped at 
the pupillary margin, drawn out, and cut 
at the tip with the scissors. The periphery 
of the iris is preserved. 

The results of optical iridectomy are 
usually disappointing especially in cases 
accompanied by amblyopia and nystagmus. 
Discission 

Discission is the most popular and most 
widely used operation for congenital cata- 
racts. The pupil must be widely dilated. 
The knife-needle is introduced into the 
anterior chamber after perforating the 
conjunctiva and the cornea to the outside 
of the limbus. The knife then makes a 
vertical incision and then a _ horizontal 
incision in the anterior capsule of the 
lens. 

The end results are generally good. 
However, the procedure may have to be 
repeated a number of times. Complica- 
tions include: cessation of absorption of 
the lens material, requiring repeated op- 
erations; occlusion of the pupil due to 
poor dilatation postoperatively ; prolonged 
low-grade iridocyclitis; dense membrane 
formation; glaucoma; and retinal de- 
tachment. 

Ziegler’s V-shaped Through-and-Through 
Discission of the Lens 

The through-and-through discission is 
similar to the other discission excepting 
the knife-needle cuts through both the 
anterior lens capsule and the posterior 
lens capsule into the vitreous. Complica- 
tions include: delayed absorption of lens 
material; disturbance of the vitreous; 
glaucoma; late development of chronic iri- 
docyclitis; and retinal detachment. 


Moncreiff Operation 
An incision is made into the anterior 
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capsule with the knife-needle as is done 
in the ordinary discission. Multiple in- 
cisions are made in all directions down 
to the nucleus until the anterior cortex 
and capsules are reduced to shreds. The 
nucleus is also cut into fragments. A 
little aqueous is allowed to escape as the 
knife is withdrawn. Then an attempt is 
made to wash all the cortical material into 
the anterior chamber with the anterior 
chamber irrigator. The complications in- 
clude glaucoma. 


Linear Extraction 

The linear extraction operation is be- 
coming very popular because absorption 
is rapid, one operation usually suffices, 
and the postoperative period is shorter. 
An incision is made into the anterior 
chamber through the cornea just inside 
the limbus. A large capsulotomy is done 
with the capsule forceps. The lens sub- 
stance is expressed and anterior chamber 
is washed out. Air is injected into the 
anterior chamber to prevent synechia for- 
mation. Complications include occlusion 
of the pupil, posterior synechia, glaucoma, 
vitreous loss, and retinal detachment. 


Combined Discission and Linear 
Extraction 

This technique requires two surgical 
procedures. An extensive discission of 
the anterior capsule is done and the eye 
is observed for several days postoperative- 
ly until the lens material becomes disinte- 
grated. Then a linear extraction opera- 
tion is done to remove the lens material. 


lridectomy and Linear Extraction 

A full iridectomy is indicated when it 
is not: possible to dilate the pupil well. 
The incision is made at the limbus with 
the keratome. The iris is pulled out and 
an iridectomy is made with the scissors. 
The capsulotomy is done and the linear 
extraction is performed. 


Wheeler Discussion 

This operation is performed for mem- 
brane formation, shrunken cataract, and 
after cataract. The knife-needle is pushed 
through the cornea inside the limbus into 
the anterior chamber and advanced until 
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the tip is just under the pupillary margin 
of the opposite side. It is then thrust 
through the membrane and the blade 
passes into the vitreous as it returns to 
the same side of the pupil where it was 
introduced. Complications include vit- 
reous loss, glaucoma, and retinal detach- 
ment. 


Capsulotomy for Occlusion of the Pupil 

This operation is used in those cases in 
which there is a thick membrane of the 
capsule and lens remains. The keratome 
incision is made inside the limbus. The 
scissors are introduced into the anterior 
chamber, and then one blade punctures the 
membrane. The hole in the membrane is 
lengthened by cutting the membrane with 
the scissors. Air is injected into the an- 
terior chamber, and the corneal wound is 
closed with a preplaced suture. Compli- 
cations include vitreous loss, glaucoma, 
and retinal detachment. 


Surgical and Postoperative Complications 
Vitreous Loss 

Loss of vitreous is a problem in all the 
various types of linear extraction and 
the capsulotomy operations. Before the 
operation is begun, firm pressure should 
be applied to the globe through a handful 
of gauze for five minutes to soften the 
eye. This procedure lessens the chance 
of losing vitreous. The capsule forceps 
should not be used but one time. If a 
discission has been performed, the cap- 
sule forceps should not be used. Too vig- 
orous methods of expressing lens material 
or too vigorous irrigation may cause the 
loss of vitreous. 


Inadequate Pupillary Opening 

A pupillary membrane or a drawn-up 
pupil may cause an inadequate pupillary 
opening. This problem frequently arises 
when the pupil does not dilate well pre- 
operatively and postoperatively. If the 
pupil does not dilate well preoperatively, 
it will be even less dilated postoperatively. 
This situation may be avoided by doing a 
full iridectomy in those cases which do 
not dilate well preoperatively. 

Sometimes this complication occurs in 
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cases which did dilate well preoperatively. 
This complication is then due to inade- 
quate use of mydriatics postoperatively 
or stopping the mydriatic too soon. 

Frequently the postoperative reaction 
may be violent and a dense inflammatory 
membrane may result. This membrane will 
contract and can cause a drawn-up pupil. 
The drawn-up pupil can also be caused by 
vitreous loss. In cases with violent post- 
operative reaction the vigorous use of my- 
driatics and hydrocortisone as indicated 
may prevent the complication. 


Glaucoma 

Glaucoma may be due to various causes 
after congenital cataract surgery. If it 
follows a discission, it may be due to 
inadequate opening of the capsule with 
swelling of the lens. The iris would be 
pushed against the angle and cause an 
acute glaucoma. This may be avoided by 
making an adequate opening in the lens 
capsule. If the acute glaucoma occurs, an 
immediate linear extraction should be 
done. 

Glaucoma may be caused by blockage 
of the angles with lens cortex. In cases 
where this occurs, an immediate linear 
extraction should be done. 

Glaucoma may also be caused by peri- 
pheral anterior synechia. This is very 
infrequent with discissions and seen more 
often following linear extractions. It may 
be prevented by avoiding severe postoper- 
ative reactions and shortening their course 
with mydriatics and hydrocortone. 

The most serious type of glaucoma is 
that due to pupillary block where vitreous 
may fill the discission opening and block 
the pupil.* This type of glaucoma may not 
be recognized because of the difficulty in 
using the tonometer or the slit-lamp on 
these very young children. An unevenness 
in depth of the anterior chamber may in- 
dicate a pupillary block. Occasionally an 
iris bombé may be present. When there 
is contact between the peripheral iris and 
cornea, a block is indicated. If the block 
is not relieved immediately, peripheral 
synechia will form and a permanent glau- 
coma state results. A peripheral iridotomy 
should be done to relieve the pupillary 


62 


block and prevent synechia formation. The 
prognosis is poor and the eye is usually 
lost if synechia are permitted to form. 


Retinal Detachment 

This complication occurs long after the 
cataract operation. It may occur from 
prolonged inflammation, membrane for- 
mation, and traction on the retina. 

The prognosis for reattachment is poor 
because the pupil does not dilate well. 


Prognosis of Congenital Cataracts 

Most congenital cataracts are station- 
ary, and if they are small, will cause little 
or no disturbance of vision. There is a 
definite hereditary tendency in congenital 
cataracts, especially with congenital total 
-ataract, embryonal nuclear cataract, lam- 
ellar cataract, coralliform cataract, spear 
cataract, floriform cataract, and disc- 
shaped cataract.‘ 

The surgical prognosis in congenital 
cataracts must be guarded because it is 
not as good as it is in the senile type of 
cataract. At least half of these patients 
have other congenital ocular anomalies 
which may complicate the surgery. Only 
about 50 per cent of the patients have 
postoperative visual acuity of 20/100 or 
better. Nine per cent have 20/200 visual 
acuity and 17 per cent are blind for all 
practical purposes. Only 8.4 per cent have 
reading vision and all patients with ny- 
stagmus have a visual acuity of less than 
20/50.* 

A visual acuity of one-fourth of normal 
usually seems rather poor. For postopera- 
tive congenital cataract surgery it is con- 
sidered a good result, and the parents of 
these children must be told the facts so 
they can understand them and will not 
be disappointed. If a child with con- 
genital cataracts has 20/50 visual acuity 
or better, it is much better judgment to 
leave the cataract alone. 
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Developmental cataracts: Results of 


Discussion 

Dr. Louis A. Breffeilh (Shreveport): Dr. 
George Ellis has presented a concise paper on 
the management of cataracts in children. He 
has made an excellent coverage of this subject 
and there is little to add to the discussion. 

Clinically, we find that there are various 
stages of progression depending upon the type 
and severity. The patient may have a small 
central nuclear cataract which is only diagnosed 
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on routine examination. Often these are not 
found until late in life and the interference with 
vision is minimal. Other types may be advanced 
at birth and early cataract surgery is essential 
for the stimulation of vision. Often I find that 
the cataract is not diagnosed until the child is 
in school. This type becomes progressively 
worse and visual difficulties result in surgery. 
The parents and other children should be ex- 
amined as I often find that they also have 
cataracts in various stages of development. 
Congenital cataracts are more frequent than the 
literature would have one believe. I believe this 
is due to the failure to report these cases. In 
reviewing the last 200 cataract operations per- 
formed in my practice, 5 patients had congenital 
cataracts and underwent surgery while approxi- 
mately 20 were diagnosed but did not need sur- 
gery. 

I wish to thank Dr. Ellis for the opportunity 
to discuss his very excellent paper. He has 
covered his subject thoroughly and I do hope 
this will stimulate interest in the early diagno- 
sis and treatment of congenital cataracts. 


Historical Notes 


“Northern Schools, and Southern Students” 


“Our able contemporary, the Medical 


Examiner, of Philadelphia, edited by 


Professor Huston, extends to us the right hand of fellowship, and welcomes us into the 
medical Corps Editorial, but at the very threshold takes us severely to task on 
account of one of the positions assumed in our Introductory Address, viz: That 
Southern diseases can only be learned in the South. The learned Professor pronounces 
this a ‘degrading doctrine’, and says, ‘he is aware that it is but the echo of an 
assertion oft repeated by a prominent teacher in the southwest.’ 


We can assure Professor H. that the opinion advanced by us is founded on 
careful observation, is conscientiously entertained, and we believe it is embraced by 
nine-tenths of the experienced southern physicians. 


Now, as we are totally disconnected with all medical schools, we may be per- 
mitted to declare that we are in favour of a general improvement and elevation of 
the profession throughout the whole extent of the country. Hence, it was that we 
projected this Journal, as the best means of stimulating the talent and energy of the 
physicians in this region, and of preserving from destruction the results of their 


experience.” 


New Orleans M. & S. J., 1: 120 (July to September) 1844. 
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The General Practitioner 


and Psychiatry 


@ A new approach to treatment for the emotionally disturbed patient 
not in need of psychiatric care is outlined by the author. 


HE astute physician, though mindful 

of the effect of emotions upon his pa- 
tient’s health and welfare, may become 
intensely frustrated in his efforts to be 
helpful. Consequently, faced with a grow- 
ing number of the emotionally ill, he may 
be impelled to find a better way of deal- 
ing with them. 


Study Group 

Foreseeing for the general practitioner 
a more important role in the mental health 
program, the author and a small num- 
ber of interested New Orleans physicians 
formed a study group in 1954. Originally 
planned on a two year basis, it has con- 
tinued, and is now in its fourth year. 
The practitioners and_ specialists who 
formed the nucleus, are now carrying out 
more effective therapy with their patients 
as a result of this learning experience. ' 

Recently, the author visited the Tavi- 
stock Clinic in England, where a similar 
project for general practitioners and spe- 
cialists has been successfully conducted 
for the past seven vears under the direc- 
tion of Dr. Balint... Six other countries 
he visited had none. Such programs are 
not the only answer to the mental health 
problem and personnel to deal with it, 
but it is surely one solution that is pro- 
gressively finding more favor. 

Two other proposals can be mentioned 
in passing: the first advises reducing 
the demand for specialized psychiatric 
services by a better distribution of the 
total load;* the second suggests creating 

Presented at the Seventy-eighth Annual Meet- 


ing of the Louisiana State Medical Society, May 
6, 1958, in Shreveport. 


T. A. WATTERS, M. D. 
New Orleans 


a new subdiscipline in the medical pro- 
fession itself... However, the efforts of 
our own group and those with similar 
aims can more profitably be concentrated 
upon training physicians in the art of 
psychotherapy—that is to say, in the art 
of medicine itself. An important corol- 
lary of improved psychotherapy could be 
better public relations with favorable po- 
litical feelings to follow. 

Many physicians who share with the 
psychiatrist an orientation and motiva- 
tion suited to psychotherapy, implemented 
by medical training and experience, prove 
apt pupils. Through special training and 
supervision in psychological methods, he 
may improve his skills and gain confi- 
dence in their use in his practice. How- 
ever, a traditional approach of lecture, 
demonstration, and discussion in present- 
ing theories and facts is not sufficient. 
Rather it has seemed more effective to 
have the individual physician use the liv- 
ing material of his own cases as the text 
to be elucidated through the observations 
and discussions by the participants in the 
study group. 

As part of a dynamic experience, the 
doctor is encouraged to report faithfully 
his interviews with his patient—not as 
an impartial bystander, but rather as the 
responsible therapist whose own feelings 
necessarily come into play and materially 
influence for good or ill the course of 
treatment. This is not easy. It- takes 
real courage for a physician, especially, 
to submit his patient-physician relation- 
ship to study by the group, and digest 
the results. He must carry the responsi- 
bility for treatment of his patient and at 
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the same time undergo a possible modi- 
fication of his own attitudes in the re- 
lationship. Not every physician can share 
in such a project, but those who do so 
gain greatly. They feel that in such a 
program they are getting something not 
obtained elsewhere, and are eager to push 
on to new heights. For the psychiatrist, 
too, it is a learning experience, because 
it is impossible to anticipate all the pos- 
sible turns in events associated with many 
cases. The group as a whole participates 
in a total learning experience, for it takes 
place over a broad area in human relation- 
ships—chiefly in the one between the doc- 
tor and his patient, and focusing upon the 
patient as the object of therapy, but 
touching also upon the relation of phy- 
sician to the psychiatrist; the physician 
to the group; and the psychiatrist to the 
group and to the individual members of 
the group. 


Attitudes Toward Illness 

Another important factor is the pa- 
tient’s illness, which may be regarded 
from several different standpoints: as a 
symptom-picture, of course, but also as an 
entity, sometimes a creation of the pa- 
tient’s, toward which he has built up cer- 
tain attitudes, including a possible fond- 
ness, or even need for it. On the other 
hand, his family and friends may hold 
attitudes toward this illness as well, that 
the physician would do well to ascertain. 
Finally, the physician may have attitudes 
of his own toward that type of illness; 
toward that illness in that particular pa- 
tient; toward the patient as a _ person, 
quite apart from the illness. It is not al- 
ways possible to take refuge behind the 
facade of medical authority in dealing 
with patients, especially the neurotic pa- 
tient. Moreover, some _ patients. are 
shrewd, intuitive, and quick to find the 
chink in the physician’s armor. Without 
realizing it, the physician can be out- 
maneuvered into doing what the patient 
wants him to do, or does not want him 
to do about his illness, rather than what 
is best as therapy. 

A striking example of this is described 
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at some length by Main, a British psy- 
chiatrist, in outlining “gross forms of a 
behavior syndrome”, but adds that “‘minor 
forms can be noted in most medical prac- 
tice.” The situation he refers to was one 
where the staff psychiatrists of a hospi- 
tal, the nurses, and attendants were 
pressed into catering to insatiable needs 
that are characteristic of a certain type 
of patient as a feature of the illness it- 
self. Such patients are unbelievably clev- 
er in manipulating their relationships to 
those who are sincerely trying to be 
helpful. As a result these kindly minis- 
trations are in vain, and such patients 
sow discord and create confusion at times 
wherever they go." One safeguard, Main 
adds, in handling them, is absolute sin- 
cerity and mutual frankness’ between 
those who must care for them. When the 
same policy prevails in a study group, 
the individual physician has access to 
insights more readily available to the doc- 
tors who are detached from the situation. 
that concerns himself and his patient. 
They more readily detect that a particu- 
lar patient is using the physician’s own 
need to care for and cure patients, to 
further his illness and dominate the doc- 
tor and the therapy. 


New Insight Into Therapeutic Situations 

A physician may find out surprising 
things about himself in relation to his 
patients, but as he begins to understand 
himself better, and gradually frees him- 
self from stereotyped responses to pa- 
tients, he will have more spontaneity in 
treating them. Psychotherapy will take 
on new dimensions of a skill rather than 
a haphazard procedure of guesswork, au- 
thoritative attitudes, exhortation, advice, 
reassurance, and at the close of the inter- 
view, the boon of a prescription. While 
many of his own cases are suited to his 
new skills, it is emphasized that other 
cases demand the more extensive knowl- 
edge and experience of the specialist. Af- 
ter all, the aim of the study group is not 
to make psychiatrists of these physicians. 
The philosophy is one of considering what 
will be for the best interests of the in- 
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dividual patient in question. 

The prerogative of the physician to 
assume this responsibility towards his pa- 
tient is a precious thing, and when he 
' achieves through his experiences in the 
study group new insights into the ther- 
apeutic situation in terms of a meaning- 
ful relationship between himself and the 
patient, he will feel more secure in deci- 
sions that are reached from this point 
on. He will be less liable to being lured 
by the patient, should he be a surgeon, 
for example, into performing an unneces- 
sary operation to satisfy her craving for 
polysurgery. He may avoid, too, poly- 
pharmacy and refrain from playing into 
the insatiable desire of some patients for 
medicines. However, we must not lay this 
drug problem entirely at the patient’s 
door. Main made a study of the use of 
sedatives in hospitals, and concluded that 
they were administered quite often to 
protect the nurses from further encroach- 
ments by demanding and intolerable pa- 
tients. Humorously, he remarked that “‘it 
was always the patient and never the 
nurse who took the sedative’, although it 
was the latter whose feelings were over- 
wrought.’ Less often will the physician 
in the study group fear, as he perhaps 
originally did, to offend patients by not 
acceding to their wishes, or refrain from 
a comment that would have been well 
accepted by the patient, but held against 
him as a sin of omission, as he might 
find out long after. 

Such incidents are well discussed as 
they come up in the practice of physi- 
cians in the group. The psychiatrist stays 
out of the picture as far as possible, em- 
phasizing the aim of allowing the physi- 
cian to see what is going on at a particu- 
lar point, without giving specific advice. 
However, observations on the part of the 
group, including the psychiatrist, together 
with the individual doctor’s own improved 
understanding, combine to provide a rich 
educational opportunity for all. 


Referrals 
Thus the physician is allowed to find 
his own way even at the expense of some 


66 


stumbling. Yet should he wish consulta- 
tion, or to make a referral, the chief re- 
sponsibility remains with him. In the 
process of studying what he does with 
relation to the patient, he may find in 
the course of group discussion, for in- 
stance, that his wish to refer the patient 
stems from a desire to reject him for 
some personal reason unknown to him 
until then. Naturally, there may be cases 
in which the doctor is honestly out of his 
depth and a consultation or referral is 
mandatory. Some physicians, too, might 
decide to use hypnosis in certain cases, 
and would, of course, have the opportu- 
nity to do so. However, his reasons for its 
use would be subject to discussion in the 
group as would any other procedure he 
might elect to employ. In learning to 
consider all the reasons for his own ac- 
tions in a given situation, and to reflect 
upon his attitudes and feelings towards 
patients in the light of what is revealed 
in group discussions, the physician learns 
to understand his patients more fully and 
to listen and observe in a new way to 
what the patient does or does not say or 
do. Nor will he stop there; rather he will 
learn to examine closely his own feelings 
and reactions and responses in terms of 
behavior to what the patient says and 
does, or does not say or do. He may 
willingly report this to the group, or it 
may extrude through the group discus- 
sion. The point is he sees more often 
the doctor’s place in the physician-patient 
relationship, and consequently reduces his 
own blind spots and vulnerable areas. This 
is the crux of acquiring psychotherapeutic 
skill, designed partly to modify patterns 
of behavior established in all human be- 
ings early in life and repeated like re- 
flexes in later situations. Such patterns 
may be centered about becoming ill, be- 
ing ill, being dependent, accepting medi- 
cal help or giving it, becoming anxious 
and demanding, displaying childish pat- 
terns of behavior in consequence of re- 
gression. In perfecting psychological skill, 
therefore, the doctor must become in- 
creasingly aware of his own reactions to 
his patients, and not remain bound to 
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automatic attitudes and behavior, which 
may have originated from early life and 
from unresolved dependency problems in 
himself. It is important to become aware 
of such, because some of these frankly 
ean be quite “infantile”, or as Balint 
vould say, “primitive” in nature. 

As time passes, it becomes increasingly 
clear in a study group, that the doctor’s 
own personality is the sine qua non of 
psychotherapy. In vain are all the elab- 
orate devices and resources of scientific 
medicine, if some of the doctor’s own per- 
sonal attitudes and feelings and actions 
are obstructive and adverse in handling 
his patients, their families, or even di- 
rected negatively toward psychotherapy. 
For example, in referral to a psychiatrist, 
how often do things get off to a poor start 
when the referring physician inadvertent- 
lv holds reservations towards psychiatry.° 
Occasionally, even the patient will detect 
personal feelings behind a seemingly neu- 
tral remark or withheld comment. A phy- 
sician should always be mindful that his 
patient studies him while he in turn stud- 
ies the patient. Feelings on both sides are 
detected in spite of a deliberate effort to 
conceal them. Some physicians find it 
difficult to share a patient through re- 
ferral to another doctor. It should be re- 
alized that referral is a delicate matter 
from the standpoint of all concerned. It 
introduces a new factor into the physician- 
patient relationship already established. 
To some patients it is interpreted as a re- 
jection, and the physician should reassure 
the patient and prepare him to accept the 
new therapist. It is particularly difficult 
where referral to a psychiatrist is in ques- 
tion, and in some cases the patient does 
better to remain with his family physi- 
cian.‘ Through consultation with the psy- 
chiatrist, the physician can carry on. 

Where the patient is referred to a psy- 
chiatrist, especially when hospitalization 
is in question, a healthy trend is shown 
by keeping the personal physician in the 
picture during this period. He helps pre- 
pare the patient to accept hospitalization, 
sees him in the hospital, while temporari- 
ly under the direct care of the psychia- 
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trist, and again when out of the hospital 
and upon his return home. Such procedure 
is an acknowledgement of the importance 
of the primary relationship between the 
personal physician and the patient. Least 
is expected of the patient in establishing 
and maintaining a good bond, but certain 
ones do understand and value it, feeling 
an obligation to hold onto the one tradi- 
tionally strongest, while forming a tem- 
porary good relationship with the special- 
ist. The two physicians, for their part, 
take counsel together for the patient’s 
benefit, and use the joint bond of physi- 
cian to physician and physician to patient 
as a bridge to total therapy. 


Effective Physician-Patient Relationship 

In a sense, the doctor, himself, can be 
considered the patient’s best medicine. In 
some cases the doctor prescribes the in- 
tervals when he must be “taken’’—that is, 
through appointment; but the patient, on 
the other hand, has the privilege of call- 
ing on him when need arises, either in 
person or by telephone, otherwise he may 
become greedy and angry. The doctor’s 
choice of words, his tone of voice, his 
communication through non-verbal chan- 
nels are all meaningful to the patient and 
may influence him more than all the medi- 
cines prescribed in some instances. Some 
persons have a great need to hold on to 
illness—it may make an unfriendly en- 
vironment tolerable and ensure them some 
measure of attention and care. Should 
such a patient have a physician driven by 
a compelling need to cure, whatever the 
consequences to the patient, a contest 
might ensue in which the patient would 
be subjected to increasingly drastic treat- 
ment, while consistently failing to im- 
prove. Meanwhile, the doctor is increas- 
ingly exasperated and frustrated by a 
patient who will not get well, no matter 
what is done. A sadistic drive under the 
guise of treatment gains momentum, and 
in some cases may bring the patient near 
the doors of death.* On the other hand, 
a physician with more psychotherapeutic 
enlightenment and a different approach, 
would respect the patient’s right to be ill, 
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and even to die in peace if need be, if 
that were the only answer. However, he 
might help him to find, if feasible, another 
way out of his problem. 

Psychotherapy is not merely a combi- 
nation of skills, but truly an art, practiced 
creatively. Harmonizing and balancing 
discordant elements, the therapist helps 
his patient achieve his own best state of 
equilibrium—clearing the way for nature’s 
own healing processes. It is an art not 
only in what is actively attempted, but 
also in what is left undisturbed as parts 
of his past, which if disinterred would 
only do harm in the interests of over- 
curious research. 

The physician who practices the art of 
medicine well is free to deal with his pa- 
tient in terms of the present, unhampered 
as far as possible by automatic emotions 
or behavior of his own. It is evident, then, 
that a primary aim of a study group de- 
signed to impart psychotherapeutic skills 
to doctors who seek them, will be to cre- 
ate a situation wherein they can gain a 
degree of personal knowledge sufficient 
to enable them to modify habitual atti- 
tudes where necessary, and can treat their 
patients in terms of a fully effective phy- 
sician-patient relationship. All of us who 
participate in such groups are aware that 
typical crises will occur from time to time, 
some of which may be successfully han- 
dled, but inevitably there will be a few 
doctors who do not survive in the group, 
particularly when some of their private 
feelings and professional practices become 
common property, and are subject to being 
stripped from their personality, after serv- 
ing so long as an insulation for self- 
esteem. However, for those who have the 
courage to participate and persevere, the 
reward is a stretching of individual ca- 
pacity and therapeutic reach. Further, 
by-products from such experiences may 
extend beyond his patient-physician and 
professional relationships over to his so- 
cial, and even his domestic life. Finally, 
the experience may ease up many emo- 
tions and tensions within him, which in 
themselves may not only be exhausting 
and depleting, but decidedly harmful.* 


References 


1. Watters, T. A. and Atkinson, J. W.: Some interest- 
ing experiences in teaching psychiatry to general prac- 
titioners, South. M.J. 50:579, 1957. 

2. Balint, E., and Balint, M.: Dynamics of training in 
groups for psychotherapy, Brit. J. Med. Psych, 28:135, 
1955. 

3. Blain, D.: Personnel shortages in psychiatric serv- 
ices in the United States, New York State M.J. 57(2): 
15, 1957. 

4. Kubie, L.: Need for a new subdiscipline in the 
medical profession, A.M.A. Arch. Neur. & Psychiat, 
17 :283, 1957. 

5. Main, T.: 
1057. 

6. Watters, T. A.: Certain pitfalls and perils of 
psychiatric referral, Amer, Prac. & Dig. Treat., 5(3) :19, 


152. 


The ailment, Brit. J. Med. Psych, 50:129, 


7. Bartemeier, L. H.: On referring patients to other 
physicians, Northwest Med. 56(3) :512, 1957. 

S. Watters, T. A.: The doctor, his family and psy- 
chiatry, Medical Record and Annals, 51:560, (Nov. 1957). 


Discussion 

Dr. Charles Watkins (New Orleans): It is in- 
deed an honor to have the opportunity to discuss 
this very excellent paper. I have been privileged 
to see Dr. Watters and his group in action. The 
results obtained by their combined efforts far 
surpass the modest claims put forth in this pres- 
entation. 

I will not attempt to discuss the details of the 
paper. The material has been well summarized 
and any addition, to be of value, would require a 
broad expansion of the subject. Time is not avail- 
able for that. 

I would like to confine my remarks to the prob- 
lem which this group is attempting to handle, the 
emotionally disturbed patient not in need of 
psychiatric care. This group of patients is as- 
suming greater and greater importance as the 
major killers and cripplers are overcome. More 
patients are concerned with their emotions be- 
cause they have to be less concerned about pneu- 
monia, malaria, and other major somatic diseases. 
This need must be satisfied, if not by the medical 
profession then by others. 

As a psychiatrist I am particularly happy to 
see groups develop such as have been described. 
The general practitioner, the pediatrician, and 
the internist are the persons upon whom the first 
responsibility for the detection and management 
of emotional disorders rests. Too much they have 
been neglected, and isolated from mental health 
planning. This tendency will be corrected by 
groups such as this. 

I recently had the opportunity to hear the re- 
port of a committee that had made a two year 
study of the incidence of emotional illness in 
children in the state. It is interesting, and highly 
significant that not a single general practitioner 
or pediatrician was contacted for information. I 
may say parenthetically that my comments to the 
committee pointed out this glaring deficiency. 
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It is also significant that at a state level out- who has any insight into emotional illness. This 
F de the Department of Hospitals there is a move again is obviously incorrect. 

foot to recommend referral of all patients dis- I mention these two instances only to point out 
harged from state mental hospitals to the parish that the medical profession must take active steps 
lepartment of Public Welfare. The rationale to counteract such developments. The type of 
siven for this is that the social worker in such program such as Dr. Watters has described is 
ffice is the only person available in the parish capable of doing so. 

oOo“~T~ 


The Celebrated Surgeon Dupuytren 


Guillaume Dupuytren, the most renowned surgeon of his age, the most villified 
during his life, and the most regretted after his death, the most favoured by fortune, 
and the constant object of envy, though unhappy, was born of parents in a very low 
rank of life at Pierre Buffiere, October 6, 1777. As a child he was so good looking, so 
intelligent, and always apparently so neglected by his family, that he was twice taken 
Ne from them; first, at the age of four, by a rich lady, a traveller, who took a violent 
fancy for his pretty patois and his glossy locks; and afterwards, in his twelfth year, 
by a cavalry officer, whose brother was superior of the college of Lamarche in Paris. 
In that institution he received the first rudiments of his education, both general and 
professional. But though he pursued his medical studies with zeal and success, he 
cut but a sorry figure in his humanities, and he acquired the character of a refractory 
subject, a rake and a gambler, a character which was perseveringly attributed to him 


Sue 


el in after life, when he in all probability had ceased to deserve it. 

4 Arriving at the Hotel Dieu (Paris) at six in the morning, he seldom left it 
is before eleven. His stern and reserved demeanour imposed the strictest order and 
ey silence on all around him. 

A One day, a patient from whose neck he was cutting out a wen, fell dead under 
a 





the knife: a vein had been opened, and the air drawn into it by the act of inspiration 
* * * * Well, it will be supposed perhaps that Dupuytren was shocked and agitated 
by this catastrophe: * * * But seeing in this fatal event a surgical fact until then 
unknown, he immediately harangued his pupils on the causes of the startling accident 
they had just witnessed. 


uu New Orleans M. & S. J., 1: 84 (July to September) 1844, quoted from Foreign quarterly. 
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Editorial 


Value and Use of Vitamin Preparations 


Vitamin preparations have a wide ac- 
ceptance and evoke increasing public in- 
terest, but they are valuable only when 
used properly. A recent statement by the 
Council on Foods and Nutrition of the 
American Medical Association gives an 
important summary of current thought 
on the topic and it will furnish a guide 
to the physician in regard to the indica- 
tions for their administration. Certain 
fundamentals are given in this article 
upon which the physician may base his 
selection and directions for their use. 
Vitamins are essential nutrients and 
their usual and normal source is food. 
An adequate diet, therefore, should sup- 
ply adequate amounts of the several vita- 
mins for the maintenance of health in 
the normal individual. The article quotes, 
as a convenient guide to an adequate diet, 
a summary by the United States Depart- 
ment of Agriculture, which indicates the 
selection of certain key foods. 

In summary, adults should have two or 
more cups of milk a day, two or more 
servings of the meat group, which in- 
clude the various forms of meat, fish, 


eggs, and with dry beans and peas and 
nuts as alternates. There should be four 
or more servings of the vegetable-fruit 
group, and four or more servings of the 
bread-cereal group. Such a selection of 
foods will supply more than half of the 
caloric requirements and more than 
three-fourths of the vitamin allowances. 
Additional needs for the day will be fur- 
nished in the other foods normally in- 
cluded in the daily diet in the natural 
course of selection. 


Simple but comprehensive tables are 
given as to recommendations. Recom- 
mended Daily Allowances are amounts of 
nutrients that will provide good nutrition 
in essentially all healthy persons. These 
were developed by the Food and Nutri- 
tion Board of the National Research 
Council. These should not be confused 
with the Minimum Daily Requirements 
established for labelling purposes. by the 
Food and Drug Administration. These 
are amounts of nutrients needed to pre- 
vent symptoms of deficiency and to pro- 
vide a small factor of safety. The recom- 
mendations in the statement pertain to 
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Recommended Dietary Allowances. 

Since healthy persons whose diets are 
wrdinarily considered adequate obtain 
sufficient amount of vitamins from their 
food, the administration of additional 
vitamin preparations is unnecessary. The 
vitamin preparations, however, are bene- 
ficial, under certain conditions, used in 
supplementation, or in therapeutics. C 
and D vitamins as dietary supplements 
are advised for infants and children, if 
the diet does not supply 30 milligrams of 
vitamin C and 400 USP units of vitamin 
D. Vitamin D should be administered if 
there is any doubt as to adequacy of in- 
take in pregnancy and lactation. Supple- 
mentary vitamins are also useful when 
for any emotional or physical reason an 
individual is on a restricted or nutri- 
tionally inadequate diet. Such a need 
may develop in allergic states or chronic 
disease of the gastrointestinal tract, or 
similar pathological conditions. 

The character of the supplementation 
advisable depends upon the conditions 
existing in the particular individual. “It 


is necessary for the physician to evaluate 


each person individually.” Generaliza- 
tions based upon inadequate surveys do 
not invalidate this principle. 

Definite recommendations are made in 
regard to multivitamin combinations. It 
was advised that the amounts in the 
preparations approximate, but not great- 
lv exceed, the Recommended Dietary Al- 
lowances. The Council discourages inclu- 
sion of such foods as liver, yeast, and 
wheat germ in the multivitamin mix- 
tures. Vitamins in therapeutic amounts, 
as contrasted with supplemental use, 
have value in both specific and suppor- 
tive therapy for various pathologic 
states. 

The quantities should approximate 
simple multiples of the amounts recom- 
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mended in “National Research Coun- 
cil’s Recommended Dietary Allowances.” 
Amounts greater than three to five times 
the Recommended Dietary Allowances 
are seldom needed. It is noted that there 
is little danger of harm from larger 
quantities of the water soluble vitamins 
because the excess is excreted readily. 
There is, however, real danger of toxicity 
from larger amounts of fat soluble vita- 
mins because the excess accumulates in 
the body. There is an absence of excre- 
tory pathways for vitamins A and D, 
and for carotene. This makes it neces- 
sary to limit their intake to avoid hyper- 
vitaminosis. Such syndromes may appear 
with vitamins A and D. Daily dosage of 
more than 25,000 USP units of vitamin 
A should be followed carefully for tox- 
icity. When large doses of vitamin D are 
administered frequent determinations of 
serum and urine calcium are necessary. 

Patients should not increase their in- 
take of vitamins above that advised by. 
the physician. “There is a tendency for 
the patient to believe that if a little is 
good, more would be better.” This has 
not been demonstrated, and the develop- 
ment of hypervitaminosis syndromes 
from A or D should be avoided. 

This is the first comprehensive report 
on the use of vitamin preparations by 
the A.M.A. Its value as a guide is ob- 
vious. It will provide the physician with 
a brief and authoritative source of refer- 
ence, and will support him in emphasiz- 
ing that properly selected diets are the 
primary basis for good nutrition, and 
that individual selection of vitamin prep- 
arations is necessary in their use as diet- 
ary supplements. 


Phillip L. White, Se.D., A.M.A. Council on 
Foods and Nutrition: Vitamin preparations as 
dietary supplements and as therapeutic agents, 
J.A.M.A. 169:41 (Jan. 3) 1959. 





ORGANIZATION SECTION. 


The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
_ understanding and fortification of our Society. 


An informed profession should be a wise one. 


THE QUALITY FACTOR IN 
MEDICAL SPENDING 

For some years now the volume of spending 
by the American public for hospital and phy- 
sicians’ services, and other items of medical 
care has been rising faster than the cost of 
- living as a whole. Moreover, medical spending 
is becoming a more important part of the total 
family budget. In 1929, for example, medical 
care took 3.7 per cent of each dollar spent for 
consumer items. The comparable figure for 
1957 was 5.3 per cent. 

It seems obvious that the American public, 
increasingly aware of the value of good medical 
care, is willing to pay for it. Certainly it has 
reason to be. 

Past issues of PROGRESS IN HEALTH SER- 
VICES have documented major improvements 
in U.S. health standards since the start of the 
century—such accomplishments as the tremen- 
dous reduction in deaths from infectious dis- 
eases, declines in infant and maternal mortality, 
and the virtual disappearance of orphanhood as 
a significant social factor in American life. 

These are some of the results of our modern 
system of medical care. They reflect the in- 
fluence of improved training programs for phy- 
sicians, expanded hospital facilities, new drugs, 
greater emphasis on preventive medicine, and 
dozens of other developments. 

In the past, it’s true, pain, disability, and 
serious illness could be faced at relatively little 
expense—simply because there was relatively 
little that could be done for a sick person. Now 
pain and disability can often be avoided and 
death greatly postponed—but at the cost of 
more visits to physicians, more admissions to 
hospitals, more use of drugs and other treat- 
ments. 

Seen in this light, recent increases in spending 
for medical care do not seem excessive. In 
fact, many authorities believe that we do not yet 
spend enough for health items. 

In particular, more could be done to ward off 
illnesses through such preventive measures as 
regular physical checkups and immunizations. 
Preventive medicine not only keeps people 
healthier but may even save money in the long 
run. 

We could also improve methods of paying for 
medical services. Voluntary health insurance has 
done much to facilitate payments, but it still 
finances too small a portion of the total medical 
care purchased by the U.S. consumers. Although 
broad-coverage health insurance would not low- 


er the nation’s medical bill, it would make 
budgeting easier, and mean more adequate care 
for more people. 

The experience of the last half century shows 
clearly that increased expenditures lead to better 
health. Solely on the basis of personal comfort, 
the public is acting wisely when it invests great- 
er sums in medical services. 

Thus, for the services of physicians, largest 
of components from 1929 through 1954, spend- 
ing rose from $959 million in 1929 to $3,693 
million in 1957, and on a per capita basis from 
$7.89 to $21.93. Although impressive, this in- 
crease was far overshadowed by those of the 
other components. The share of spending for 
physicians in the medical care dollar dropped 
from 32.6 to 24.5 cents, and its rank from first 
to second. 

In 1929, spending for hospitals accounted for 
only 13.7 cents of the medical dollar, but by 
1957 its share was nearly double at 25.8 cents. 

Medical care is now becoming a more import- 
ant part of the American standard of living, 
while as an “industry” it is becoming a more 
important part of the American economy. 


EDITOR OF LOOK MAGAZINE CENSURED 


The director of the American Hospital Asso- 
ciation and the executive vice-president of the 
American Medical Association took issue with 
an article on practices in hospitals in a recent 
issue of Look magazine. 

Dr. Edwin L. Crosby is director of the Ameri- 
can Hospital Association. Dr. F. J. L. Blasin- 
game is executive vice-president of the American 
Medical Association. 

The joint release was authorized by both 
organizations. 

Dr. Crosby wrote a letter to Vernon C. Myers, 
the magazine’s publisher, commenting on the ar- 
ticle by Roland H. Berg, Look medical editor. 

He said, “One needn’t believe that everything 
is perfect in our hospitals—as it is not in other 
public service programs—to conclude that the 
handling of an admittedly difficult problem by 
Mr. Berg and Look was most unfortunate.” 

Dr. Crosby termed the article’s opening sen- 
tence—‘A hospital is not a fit place in which 
to be sick’”—as “an outrageous misstatement”. 
He said “This statement is disproved by an 
abundance of evidence; the growing acceptance 
by the public of the hospital as the place to 
get well; the direct relationship between the drop 
in maternal mortality rates and the increasing 
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requency with which hospitalization is sought 
or childbirth”. 


Dr. Crosby told the Look publisher that al- 
hough “Mr. Berg devotes much space to patient 
issatisfaction . the very study he quotes 
s at odds with his findings”. The study on five 
\ospitals in California was sponsored by the 
‘alifornia Medical Association. Dr. Crosby said 
15 and 94 per cent of the patients in the two 
\ospitals studied in greatest detail were generally 
atisfied with their care and treatment. 


The AHA director pointed out that hospitals 
have, for the last decade been continuously 
striving “to keep abreast of the explosive growth 
in medical science and to bring those advantages 
to the American people’’. 


He observed, “It is difficult to keep apace, 
to meet the demands of the patients and phy- 
sicians for even better and ever more complex 
care and at the same time solve the subtle human 
relations problem in a hospital’. 


“T am fearful that you may have unwittingly 
intensified a problem already difficult enough’’, 
Dr. Crosby wrote. He added, “. . . hospital ad- 
ministrators face the continuous problem of 
fitting inadequate amounts of money to increas- 
ing great needs. It is understandable that they 
trim in the area of scientific needs only as a 
last resort. We believe that there is a major 
national problem in the underfinancing of hos- 
pital care; a tremendous service deficit in our 
hospitals. The budgets are balanced somehow. 
We suspect that this balance is at the expense 
of the kind of hospital care that medicine and 
hospitals could provide and the kind of hospital 
care we believe that a properly educated public 
would finance’’. 

Dr. Blasingame speaking for the American 
Medical Association, said: 


“By taking isolated examples from a limited 
survey and drawing general inferences from 
them, Look not only has done a grave injustice 
to the medical profession and to hospitals but 
to the readers of the magazine. 


“The blanket condemnation of all hospitals, 
based on a survey of five hospitals out of 5,640, 
is deplorable. Actually, the survey reported a 
tremendous degree of patient satisfaction, the 
lowest cited figure being 94%. This was not 
mentioned in the Look article. 


“While the article purportedly calls for bet- 
ter physician-patient relationships, it actually 
harms the patient’s confidence in the care he 
will receive from his physician and in the hos- 
pital, so essential for the best in medical care. 
The article cannot help but increase the nat- 
ural insecurity of the afflicted and the suffering. 


“The article also violates the basic concepts 
of sound reporting. Matters such as these can- 
not be considered adequately or accurately cov- 
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ered until both sides of the question are re- 
ported with fidelity and without distortion. 

“The medical and hospital professions have 
been sincere in devoting their efforts to a con- 
tinuing program of self-improvement designed 
to benefit our patients. We welcome construc- 
tive suggestions to help us do even better. For 
the sake of our patients, we must object to 
those we believe will be harmful.” 


SELECTIVE SERVICE SYSTEM 


Reserve Status 

The National Committee has voted to notify 
medical schools and hospitals that if any of 
their staff or faculty are members of the Ready 
Reserve, they and the individuals concerned 
should make note of the fact that they will be 
expected to go when called and not be declared 
essential to the institutions at the time such a 
call is made. 


If any such individuals are now in essential 
positions — either on faculty or staff — they 
should request transfer from the Ready Reserve 
to the Standby Reserve; otherwise the Ready 
Reserve is not a Ready Reserve. 


By making such transfer they will, of course, 
lose pay. They will not lose credit toward 
retirement. 

This should be looked into at the present time 
and straightened out now rather than waiting for 
an emergency to occur. In other words, it is 
essential for the medical schools and the hos- 
pitals to determine the military status of the 
members of their faculties and staffs. In that 
way and only that way will they realize what 
their loss would be on the day an emergency is 
declared. 

This obligation of members of the Ready 
Reserve to serve when called also applies to 
physicians in private practice. Only in very 
exceptional cases would such individuals be 
given consideration for delay due to essentiality. 








The following editorial was found in the 
Plaquemine Gazette. The Medical profession 
sincerely appreciates this editorial and only 
hopes more publications in our State will like- 
wise sponsor our cause in opposing Socialized 
Medicine. 

COLD COMFORT 


What kind of a system of medical care do 
the people of this country want? 

The answer is that more than three-quarters 
of them want a system whereby they have the 
right to choose their own doctor — and, in 
addition, they want to assume all or part of the 
responsibility for paying their doctor bills. 

These are findings of a recent survey con- 
ducted by the Opinion Research Corporation 
for the American Medical Association. It was 
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also found that 88 per cent of the population 
believe the right to see the same doctor regu- 
larly is of vital importance, and that 89 per 
cent believe that medical care in this country 
has improved over the past 20 years. 

On choosing the doctor, 76 per cent said 
they wanted to make the choice themselves, as 
against 13 per cent who saw no difference 
whether they or someone else made the choice, 
8 per cent who preferred to have someone else 


choose, and 3 per cent with no opinion. 

On the matter of paying the doctor bills, a 
hefty 79 per cent said they wanted to carry 
all or part of the load, either by direct payment 
or by paying a share of insurance premiums. 

There’s cold comfort in this for the advocates 
of socialized or government-run medicine. And 
there’s equally cold comfort for any medical care 
system, whether governmental or otherwise, which 
deprives the patient the freedom of choice. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date 
Ascension 
Calcasieu 
East Baton Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 


Place 


Third Tuesday of every month 
Fourth Tuesday every other month 
Second Tuesday of every month 
Third Tuesday of every month Bastrop 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 


Lake Charles 
Baton Rouge 


New Orleans 
Monroe 
Alexandria 


Sabine First Wednesday of every month 


Tangipahoa 
every month 

Second District 

Shreveport 


Second and fourth Thursdays of 


Independence 


Third Thursday of every month 
First Tuesday of every month 


Shreveport 


Vernon First Thursday of every month 


AMERICAN CANCER SOCIETY 
TELEVISION PROGRAM 


The American Cancer Society has made ar- 
rangements nationally with educational tele- 
vision for a series of six half-hour programs on 
the subject of cancer control. These programs, 
entitled Tactic, will deal with: 

1) Developing constructive and positive atti- 
tudes toward cancer to answer negative 
attitudes such as ‘“‘Once you’ve got it, 
nothing can be done”’. 

Educating to the realities of cancer, its 
nature, symptoms, treatment and cure 
rate. 

Educating to the nature of cervical can- 
cer and persuading women to have cell 
examinations for uterine cancer. 
Educating to the nature of breast cancer, 
persuading women to learn and practice 
the technique of breast self-examination 
and to see their doctors for annual health 
checkups. 

Educating the public to the facts about 
cancer in men, including lung cancer, and 
to consider the attitudes of men toward 
the problem. 

Evaluating progress in cancer research in- 
cluding advances being made toward con- 


trol of leukemia, a form of cancer with a 
rising death rate. 

Dr. Charles S. Cameron, former Medical and 
Scientific Director of the American Cancer So- 
ciety, and presently Dean of the Hahnemann 
Medical College of Philadelphia, will discuss 
the above subjects, and such popular artists as 
Jim Backus, Stephen Bosustow, Alfred Hitch- 
cock, Ruth Hussey, Walt Kelly, Mata and Hari, 
Hy Zaret and Lou Singer, and Arnold Gingrich 
will help him present his material in an easily 
understood fashion. 

Our local educational television _ station, 
WYES-TV, Channel 8, has scheduled this series 
for 9:30 P.M. on Tuesday evenings, beginning 
February 24. 


GRANT TO TULANE FOR 
REHABILITATION FACILITY 


A grant of $207,000 has been made to Tulane 
University School of Medicine by the Depart- 
ment of Health, Education and Welfare for 
the construction of a rehabilitation facility with- 
in the proposed new medical school building. 

The evaluation and referral unit of the facili- 
ty will be under the direction of an independent 
agency sponsored by the New Orleans Council 
of Social Agencies. This unit will provide com- 
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vrehensive medical evaluation, planning and re- 
erral for patients needing rehabilitation. Other 
ervices to be rendered will include physical, 
ecupational and speech therapy, psychiatric 
srvices, vocational and prevocational counseling 
nd training, social casework and group work, 
ind the fitting of prosthetic appliances and 
races. The rehabilitation facility will handle 
eferrals from private physicians and clinics 
and other referring agencies in Louisiana. 

Tulane University has embarked upon a $16,- 
600,000 campaign to make possible the new 
building and renovation of the present building. 
The new grant will be applied toward the total 
cost of the rehabilitation facility which has been 
estimated at $380,000. 

COMING MEETING 

The Southwestern Society of Nuclear Medi- 
cine will hold its fourth annual meeting at the 
Roosevelt Hotel in New Orleans, Louisiana, on 
March 14-15, 1959. 





THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 
Evening Session 
MONDAY, MARCH 2 
Roosevelt Hotel — Grand Ball Room 


JOINT MEETING WITH THE ORLEANS 
PARISH MEDICAL SOCIETY 
Hugh T. Beacham, M.D. Presiding 
8:00 p.m.—Clifford J. Barborka, M.D., 
Gastroenterology, Diverticulosis and 
Diverticulitis 
8:30 p.m.—CLINICOPATHOLOGIC 
CONFERENCE 
Francis Bayless, M.D., Pathology 
J. Henry Janton, M.D., Cardiology 
Maleom E. Phelps, M.D., General 
Practice 
John M. Dorsey, M.D., Surgery 





CALCASIEU PARISH MEDICAL SOCIETY 
ELECTS NEW OFFICERS 
The following officers were elected at the 
last regular meeting of the Society: 
President—Dr. E. C. Campbell 
Vice-President—Dr. W. M. Farmer 
(Dr. Farmer will automatically succeed to the 
presidency in 1960) 

Secretary—Dr. J. M. Swain 
Treasurer—Dr. L. M. Warshaw 
Delegates 

3 year term—Dr. C. S. Magee; 2 year term— 
Dr. T. H. DeLaureal, Dr. P. L. McCreary; 1 year 
term—Dr. J. W. Crookshank, Dr. J. M. Swain. 

Alternate-Delegates 

3 year term—Dr. C. O. Frederick; 2 year 
term—Dr. G. E. Barham, Dr. L. M. Warshaw; 

year term—Dr. L. D. Bishop, Dr. Neal 
Blanchard. 
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A.M.A. COMMITTEE TO STUDY 
INDUSTRIAL MENTAL HEALTH 


The employee who “carries his home troubles 
to work”? may be an even greater problem than 
the one who carries his work troubles home. 

While most leaders and employees are temper- 
amentally in tune with their jobs, “there is 
enough personal worry and disturbance in their 
ranks to pose a real threat to the well-being of 
the labor force,” an editorial said in the Nov. 8 
Journal of the American Medical Association. 

It pointed out that these off-the-job disturb- 
ances carry ‘a germ of communicability which 
might infect co-workers as surely as a sneeze 
might infect them with the common cold.” 

The A.M.A., mindful of the many-sided prob- 
lem of industrial mental health, has established 
a Joint Committee on Mental Health in Indus- 
try, with members named by its Councils on 
Mental Health and Industrial Health. Dr. Ralph 
T. Collins, Rochester, N. Y., an industrial psy- 
chiatrist, is chairman. 

“Of all the factors that influence mental 
health in office and factory, the foremost is 
leadership,’”’ according to a special article in the 
same Journal. The way a leader handles his own 
problems affects the way his employees think 
about him and the company and how they han- 
dle their own problems. 

“Much of job satisfaction depends on the per- 
sonal values that are gained in human relation- 
ships through mutual respect and dignity, con- 
fidence and belonging and, yes, love,’’ the article 
quoted Dr. William C. Menninger, Topeka, Kan., 
as saying. 

Thus management must be aware of its deep 
involvement in the worker’s personal problems 
and it needs medical guidance in dealing with 
employees so that emotional difficulties will not 
be created or aggravated, the article said. 


GRANT SUPPORT 

The National Institute of Mental Health is of- 
fering grant support for a training program for 
general practitioners and other physicians en- 
gaged in the practice of medicine other than 
psychiatry. Funds are available during the cur- 
rent year (fiscal year 1959) for these grants 
and training institutions may submit applications 
at any time. 

The program has two purposes: 

I. To foster the development of postgraduate 
training in psychiatry for the practitioners who 
wish to increase their psychiatric knowledge and 
skills in order to be able to deal more effectively 
with the emotional aspects of illness generally 
and in order to play a more effective role in 
the treatment and prevention of mental illness. 
These courses will be designed for the physician 
who plans to continue practicing in his own field. 

Grant support is being offered to medical 
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schools, hospitals, clinics, and medical and ps: - 
chiatric societies for the development and ex- 
pansion of such postgraduate training in the form 
of courses, institutes, and seminars. This support 
does not include fees, subsistence, or travel for 
the physicians who attend. 

Support of this type of training may be for a 
particular professional group over a given period, 
or for training offered regularly as part of the 
postgraduate curriculum of a medical school, hos- 
pital, or clinic, or as part of the educational pro- 
gram of a medical or psychiatric society. 

Physicians interested in obtaining this type of 
training should apply to medical schools, hospi- 
tals, clinics, and medical or psychiatric societies 
which have, or are developing, such training op- 
portunities. 

II. To provide support at an adequate level 
for psychiatric residency training for physicians 
in practice who wish to become psychiatrists. 
Training stipends up to a maximum of $12,000 
a year are available. The level of payment will 
be determined by the training institutions who 
will also make the award to the individual phy- 
sicians. The National Institute of Mental Health 
will make awards of grants for this purpose to 
training institutions and not to individuals. 

Physicians interested in support for this type 
of training should apply to training institutions 
which are approved for psychiatric residency 
training. 

Inquiries about the program should be sent 
to Dr. Seymour D. Vestermark, Chief, Training 
Branch, National Institute of Mental Health, Na- 
tional Institutes of Health, Bethesda 14, Mary- 
land. 


LEATHER TANNING SUBSTANCE 
CAUSES “SHOE DERMATITIS” 

A chromium salt used to tan leather has been 
found to cause skin eruptions on the feet, ac- 
cording to a Boston dermatologist. 

The material has long been suspected of caus- 
ing dermatitis, but it has never—until recently 
—been available for use in patch-testing which 
would prove its effect on the skin, Dr. George 
E. Morris said. 

His is the first report of a study in which 
persons suspected of having shoe dermatitis 
have actually been tested with the chrome salt 
found in their shoes, he said in the November 
Archives of Dermatology, published by the 
American Medical Association. 

He found four patients with shoe leather der- 
matitis who reacted positively to the chrome 
salt. In addition, two leather workers who pre- 
viously had “chrome dermatitis’’ reacted posi- 
tively to the material. 

The chrome salt joins a number of other sub- 
stances found in shoes that cause dermatitis. 
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They include dyes and other chemicals in the 
leather, the material used in the box toes of 
shoes, and rubber adhesives. 

The chrome salt is leached from shoe leather 
by an acid in perspiration and deposited on the 
skin, Dr. Morris said. He noted that it has long 
been believed that the chrome salt could not be 
separated from the leather. However, two leath- 
er chemists recently proved that it could be. 

The dermatitis will clear if the patient stops 
wearing leather shoes. 





HEART DISEASE USED 
AS ANXIETY DEFENSE 


For some persons to face life, they may need 
to believe they have heart disease even when it 
has been proved they do not, three eastern phy- 
sicians said. 

Their conviction may represent a necessary 
defense against “‘potentially overwhelming anx- 
iety,’’ the doctors said in the recent Nov. 22 
Journal of the American Medical Association. 

They made a six-year study of 52 persons 
with chest pain. Of these 27 were classified as 
having a “cardiac neurosis,” in which they 
showed no evidence of heart disease but were 
convinced of its presence. 

Twenty-five had angina pectoris, a disease 
marked by paroxysmal chest pain with a feeling 
of suffocation and impending death. Caused by 
an oxygen shortage in the heart, angina pectoris 
is usually precipitated by effort or excitement. 

The 27 patients who believed they had heart 
disease were “all intensely anxious people whose 
neurotic behavior was readily apparent,’ the 
doctors said. They tended to dramatize their 
symptoms and often referred to their “heart 
pain.”” Some of them were totally incapacitated, 
while others were able to lead an active and 
constructive life in spite of their symptoms. 

They showed a “high degree of secondary 
gain” from their ailment, the doctors said. In 
some the pain represented a means for setting 
limits to their activities and freed them tempor- 
arily from intense pressures or responsibilities. 
It seemed to act as a means of getting attention 
and of controlling family members. In others, 
the pain represented an acceptable ‘‘excuse”’ 
for failing to attain certain objectives. For 
some, there was a definite monetary compensa- 
tion from their pain. 


MEDICAL SCHOOLS HAVE. 
RECORD ENROLLMENT 

American medical colleges had a record en- 
rollment of 29,473 students in 1957-58. 

Sixty of the 85 operating medical schools re- 
ported major construction, costing 47 million 
dollars, in the planning, beginning, or completion 
stages. 






76 THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 


AEA Ree 








WOMAN’S AUXILIARY 


Forty-nine schools reported major develop- 
ients and changes in administrative organiza- 
ion, methods of student selection, curriculum, 
nd financing. 


An estimated 275 million dollars was spent 
y the medical schools in 1957-58, an increase 
’ 13 per cent over the preceding year. 


These were among the many facts and figures 
n the 58th annual report on medical education 
by the American Medical Association’s Council 
n Medical Education and Hospitals. The 90- 
page report appears in the Nov. 15 Journal of 
the A.M.A. 


The report illustrates some of the changes and 
developments being made in medical schools to 
meet the changing medical needs of the Ameri- 
can people. 


BOXERS’ CUTS MAY ARISE 
FROM KIDNEY INJURIES 
Many facial cuts suffered by boxers may come 
as a result of injury to the kidney area, sustained 
while fighting. 


SS 
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This theory was advanced by a New York 
physician in an article appearing in the Nov. 22 
Journal of the American Medical Association. 

Dr. Aaron H. Kleiman reached this conclusion 
following a three-year urologic study of 764 pro- 
fessional boxers participating in 150 events at 
Madison Square Garden and at St. Nicholas 
Arena in New York. 


The study was undertaken to determine the 
correlation between hematuria (blood in the 
urine) and kidney injuries. 

Dr. Kleiman said, “I was impressed with the 
fact that 60 per cent of the subjects who suf- 
fered post-bout lacerations of the eyelid, face, 
or head showed significant hematuria.” 


Many seasoned veterans go through an entire 
career with little or no history of laceration. 
Others cut easily regardless of experience or the 
number of rounds boxed. 

He said that it was possible that the correla- 
tion between abdominal injury and facial lacera- 
tion exists purely by chance and that a badly 
beaten athlete is more prone to lacerations and 
kidney injury. 
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BOARD MEETING OF STATE AUXILIARY 

Mrs. Edward M. Harrell, president Woman’s 
Auxiliary to the Louisiana State Medical Society, 
called the mid-year board meeting of the Aux- 
iliary for January 19-20 in Lafayette, Louisiana. 

The meeting was held at 10:00 A.M. on Tues- 
day, January 20th at the War Memorial building 
with luncheon following at 1:00 P.M. at the 
Oakbourne Country Club. 

Attending the meeting were the officers and 
board members of the Woman’s Auxiliary to 
the Louisiana State Medical Society, District 
Councilors and the Parish presidents and presi- 
dents-elect. 

All reports were given and all projects taken 
up on the floor. 


The Bayou country hospitality can not be sur- 
passed and it was abundantly dispersed in 
Lafayette on January 19th and 20th. 

Mrs. Branch J. Aymond, 
Press and Publicity. 
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ORLEANS PARISH 

Entertaining at a program tea on Wednesday, 
January 14, at 2:30 o’clock at the Orleans Club 
were the members of the Woman’s Auxiliary 
to the Orleans Parish Medical Society. Mr. 
Francis L. Fraenkel was the guest speaker and 
his subject was “Investments for the doctor’s 
wife” 

Receiving in the drawing room with the presi- 
dent, Mrs. Albert William Habeeb, were Mmes. 
Virgil A. Robinson, C. A. Allenburger, Jr., and 
Maffre R. Matta. 

Guests of honor at the tea were the officers 
and board members of the Woman’s Auxiliary 
to the New Orleans Dental Association. 

Presiding at the tea and coffee services were 
Mmes Joseph F. Craven, Frank S. Oser, Jr., and 
Arthur C. Davidson. 

Assisting in the dining room were Mmes James 
L. Treadway, Albert B. Pavy, Jr., Stan Middleton 
and William Terral. 

Mrs. Branch J. Aymond, 
Chairman Publicity. 
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BOOK REVIEWS 


Technique of Fluid Balance; by Geoffrey H. To- 
vey, M.D., Springfield Illinois, Charles C Thom- 
as, 1957, Pp. 100, $2.50. 

Among the many monographs appearing cur- 
rently on the subject of fluid balance, G. H. 
Tovey’s book (from the Southwest Regional 
Blood Transfusion Service, Southmead, Bristol) 
has the outstanding attribute of brevity. His aim 
is stated ‘‘to provide the busy doctor with a con- 
cise and practical outline” of fluid balance thera- 
py and particularly “to guide the doctor who 
has no laboratory facilities” conveniently avail- 
able. This purpose he strives to accomplish in 
90 pages devoted to the consideration of normal 
and abnormal fluid balance and to “rules of 
thumb” for treatment based on this basic physi- 
ology. There are also sections on the adverse 
effects of treatment and on the special prob- 
lems of diabetics, children, surgery patients, and 
those with acute tubular necrosis. The disad- 
vantage of the author’s presentation is that his 
discussion of fundamental principles is so brief 
as to be more of a review than an introduction 
to the subject. A more extensive bibliography 
might have answered this objection. The specific 
recommendations for treatment of adults are in 
line with those of other workers. Sodium re- 
placement seems to be calculated on the assump- 
tion of even distribution throughout total body 
water. The requirements for children are based 
on the work of Dodd and Rappaport and do not 
include the results of more recent work. There 
are a number of summarizing tables of data; 
the one on the composition of common parenteral 
solutions does not contain many commercially 
available in the United States. There is a help- 
ful emphasis on the use of clinical observation and 
bedside chemical determinations (urine chlorides, 
serum chloride, bicarbonate and B.U.N.) in eval- 
uating initial needs and results of treatment. 

JEANNE M. Horan, M.D. 

Clinical Gastroenterology, by Eddy D. Palmer, 
New York, N. Y., Hoeber-Harper, 1957, Pp. 
630, Price $18.50. 

It is hard to overestimate the importance of 
this book to medical students and beginners in 
gastroenterology. It is well written and contains 
information on scientific advances in gastro- 
enterology. The author obviously has some in- 
sight into the problem of emotional conflict as a 
cause of gastrointestinal disease. There is much 
original thought and it becomes apparent that 
Dr. Palmer is not mouthing the words of other 
giants in the field. 

There are important references at the end of 
each section. The index is poor. 

The text can certainly be recommended for 
the library, for students and practitioners of 
medicine. 

FRED M. Hunter, M.D. 


Practical Psychiatry for Industrial Physicians; 
by Dr. W. Donald Ross, Springfield, Ill., C. C 
Thomas, 1957. 401 p. Price $7.50. 

This volume really constitutes a “must” for 
physicians dealing with industrial medicine. Any 
physician could well benefit from some parts of 
the wide scope of Dr. Ross’ work. 

Dr. Ross writes from an extensive personal 
experience in dealing with medical problems in 
industry. He has been active teaching psychiatry, 
not only to medical students and psychiatric 
residents, but to industrial physicians. He has 
been active in industrial consultations and in 
research in the field. He has participated on na- 
tional committees concerning industrial problems. 

Cases are carefully presented to provide non- 
psychiatric physicians with an understanding of 
psychiatric problems and appropriate therapy. 
It serves as an encyclopedic accumulation of the 
most recent thought in the field of practical 
psychiatry for industrial physicians. It should 
aid the physicians to make use of the simple 
methods of psychiatry and at the same time be 
able to recognize situations calling for more 
expert handling than they can provide. 

Dr. Ross discusses various organic industrial 
ailments and elaborates on psychopathology that 
might be associated. Among the especially in- 
teresting chapters are those on absenteeism and 
turnover, executives and promotion, and job 
stresses. The chapters concerning accidents and 
their sequelae and disability are basic to prob- 
lems which physicians in general will be seeing 
in ever increasing numbers in the future. This 
reviewer can strongly recommend this volume for 
all physicians. 

GENE L. Uspin, M.D. 


PUBLICATIONS RECEIVED 

Grune & Stratton, Inc., N. Y.: Personality 
Change and Development as Measured by the 
Projective Techniques, by Molly Harrower, Ph.D. 

Paul B. Hoeber, Inc., N. Y.: Clinical Obstetrics 
and Gynecology, December, 1958 (Genital Can- 
cer, Edited by Daniel G. Morton, M.D.; Oper- 
ative Obstetrics, edited by J. Robert Willson, 
M.D.) 

W. B. Saunders Company, Phila.: The Psy- 
chology of Medical Practice, by Mare H. Hol- 
lender, M.D. 

Vantage Press, Inc., N. Y.: The Sediméntation 
Rate of Human Erythrocytes, by Frank Wright, 
M.D. 

The Williams & Wilkins Co., Balt.: Diseases 
of Children in the Subtropics and Tropics, by 
H. C. Trowell, M.D., and D. B. Jelliffe, M.D.; 
Having a Baby (2nd edit.) by J. F. Robinson, 
M.B., CH.B. 
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